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INTRODUCTION. 


Mucu work has been done and many interesting facts have come 
to light during the last few years relating to the zxtiology, path- 
ology, and clinical importance of certain glandular tumours arising 
within the pelvis, and more. especially in the uterus and ovaries. 


* This paper contains the substance of a Thesis submitted for the degree 
of M.D. Liverpool, 
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It would seem, however, that many points, particularly those 
relating to the zxtiology, have not yet been definitely settled ; and 
it was with a view to eliciting new facts that this work was under- 
taken. 

The main object has been, therefore, to endeavour to find, in 
every specimen examined some indication likely to assist in the 
solution of this interesting question. oo 


HistoricaL NOTE. 

Only when an examination of the literature bearing upon 
the subject under discussion is made, is it possible to realize 
how many cases have been recorded, and how much work has 
been done since the condition was first described. 

It is impossible, however, to attempt to discuss or even mention 
many of the excellent descriptions given of cases of so-called 
“‘adenoma,”’ or ‘‘adenomyoma,’’ occurring in connection with 
the uterus, ovaries, Falloppian* tubes, ligaments of the uterus, and 
even with other parts of the lower abdomen such as the intestines, 
umbilicus and various hernial sacs. 

It will be sufficient here to recount the various views and 
theories held at different times regarding this lesion :— 

(a) Origin by direct extension of endometrial tissue from the 
actual lining of the uterine cavity. 

This is a well-recognized mode of origin of endometrial tumours 
—especially of those in the uterine wall, or in relation to the 
uterosacral ligaments. Cullen,’ in 1917, described many cases 
affording proof of this explanation, In nine cases operated upon 
by him in which ‘‘ adenomyomata ”’ of the uterosacral ligaments 
were found to be present, there was no sign of involvement of the 
appendages by a similar pathological condition, but rather there 
seemed to be a_ direct connexion in all with the uterine 
endometrium. 

Again, in 1921,° he described three cases in which he found 
subperitoneal pedunculated ‘‘ adenomyomata’’ of the uterus, In 
these specimens the tumours contained patches of endometrium, 
some of which, being immediately under the peritoneal coat, pro- 
jected as small bluish-black cysts, closely resembling the ‘‘ implan- 
tations’’ described by Sampson and others, and to be considered 
later. The endometrium was, in these cases, as in those previously 
reported, continuous with that lining the uterine cavity. 

Lockyer,!? in a very full description of ‘ adenomyomata,”’ dis- 
tinguished between uterine and extra-uterine tumours of this type. 
He further divided the uterine tumours into central and peripheral 
(or circumscribed) forms, and stated that in all cases of the central, 


* The above spelling of the word “ Falloppian” is strictly correct and so has heen 
adopted here, although contrary to common usage, 
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and in many cases of the peripheral type, the origin is by direct 
extension from the endometrium. 

On the other hand, he hoids totally different views regarding 
the origin of certain uterine and extra-uterine tumours of a similar 
nature, to which reference will be made later. 

Casler,> in 1920, described a case in which there was a diffuse 
“‘adenomyoma ”’ of the uterus characterized by the presence of a 
relatively large amount of stroma with few glands, and he showed 
that this tissue could be traced directly from the uterine mucosa 
almost to the serous coat of the uterus—an observation which 
supports Cullen’s mucosal theory. From this patient, however, 
four years later, Casler removed an ovarian cyst of the left ovary, 
which had attained to the same size as that of a grape-fruit, and 
which was densely adherent to the sigmoid flexure of the colon, 
and had, in fact, actually extended round the colon and caused 
constriction thereof by pressure from without. On cutting sections 
of the cyst wall and of tissue in the adhesions to the bowel he found 
that the cyst was, as he described it, ‘‘ made up of uterine tissue ’’— 
that is, typical endometrial glands and stroma and involuntary 
muscle were present. The point of special interest as regards the 
zetiology in this case is the fact that the left ovary was carefully 
examined at the first operation, and found to be normal in appear- 
ance and size. In spite of repeated and careful clinical examina- 
tions, the tumour was only detected three and a half years later. 

It would seem to be most unlikely that the endometrial tissue 
in the ovary in this case could have been derived from that of 
the uterus either by direct extension along the ovarian ligament, 
or by implantation, for, had either of these conditions been present 
it is probable that there would have been some sign of this at the 
first operation. Rather is it more probable that the ovarian tumour 
arose from aberrant Miillerian tissue, or by metaplasia from some 
other tissue, either Wolffian tubules or germinal epithelium. 

In addition to direct extension of Miillerian tissue from the 
uterine endometrium, a similar process may occur in connexion with 
the lining membrane of the Falloppian tubes, as shown by 
Marchand,“ who clearly demonstrated the tact that extension of 
epithelium from the tube may give rise to adenomatous structures 
in the ovary. 

(b) Origin from mesonephric or Wolffian relics. This mode of 
origin, of uterine or, most commonly, extra-uterine tumours of 
adenomatous nature formed the basis of Von Recklinghausen’s 
theory which he advanced in the vear 1896." The same observer 
was one of the first to recognize the fact that endometrium-like 
tissue might be found in extra-uterine situations. 

Martin'® described a cystic tumour of the round ligament in 
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which he found that the structure of the walls and the contents of 
the cysts in parts corresponded with those of tumours arising from 
the parovarium. Yet many of the cysts contained chocolate material 
and the tumour was histologically an ‘‘ adenoma.”’ 

The claims of his theory have not been advocated so persist- 
ently of late years, and there seems to be a tendency to relegate it 
to oblivion. Lockyer, however, in 1920 admitted the possibility 


of the Wolffian origin of some tumours, especially those of the 
round ligament. 


(c) Origin from the serous (peritoneal) endothelium. About 
the time when Von Recklinghausen’s work was first published, 
Ivanoff suggested that extra-uterine ‘‘adenomyomata,’’ especially 
those in the region of the uterosacral ligaments, might be due 
to alteration of the overlying peritoneal endothelium, following 
infection. Many cases have been described in support of this 
theory, most of them being recorded by continental authors, of 
whose work that of Meyer!® may be taken as an example. Meyer 
laid stress on the frequent presence of inflammation as a primary 
condition, and more recently Gough® has described a case in which 
the uterus, Falloppian tube and sigmoid were involved, and which 
was characterized by the presence of chronic infection involving 
the appendages. Gough quotes Spencer and Cullen, both of whom 
laid special emphasis on the frequent presence of infection, and he 
refers to the fact that in several reported cases chronic tuberculous 
conditions of the tubes were associated with ‘‘adenomyoma ”’ of the 
uterus. 


(d) Origin from the Graafian follicle. This theory, which 
implies metaplasia of the cells of the membrana granulosa, lacks 
confirmation, and was abandoned many years ago. 


(e) Origin from the germinal epithelium. Waldeyer?? held the 
view that adenomatous tumours of the ovary were derived from the 
surface epithelium of the ovary. In confirmation of this Whitridge 


- Williams*? proved conclusively that the germinal epithelium of 


the ovary in adult females may be represented by a single layer of 
high columnar ciliated epithelium, and that from this layer both 
adenomatous and papillomatous tumours may take origin. 


(f) Origin from relics or ‘‘rests’? of Miillerian tissue in 
abnormal situations. Among the early supporters of this theory 
Russell!® takes a prominent place. In a paper written in 1899 he 
refers to the belief held by Waldeyer and Nagel that the epithelial 
elements of the Miillerian duct are derived from the germinal 
epithelium. He therefore concludes, and demonstrates in a 
specimen described, that certain portions of Miillerian tissue may 
come to lie in the germinal epithelium. 
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In 1922, Blair Bell,? in investigating a case of bilateral appen- 
dage swellings, found to be due to the presence of chocolate cysts 
in both ovaries, observed, for the first time in this country, endo- 
metrium-like tissue with hyperplasia of involuntary muscle in both 
ovaries. Neither ovarian ligament contained any glandular tissue, 
and the tumours were held to be due to the growth and functional 
activity of aberrant Miillerian tissue. He considered this to be 
true endometrium, and, therefore, gave to this condition the name 
of ‘‘ endometrioma,”’ or ‘‘ endometriomyoma ’’ should involuntary 
muscle be present in the tumour in addition to endometrium,—a 
name he had previously adopted for so-called ‘‘ adenomyoma ”’ of 
the uterus. Blair Bell mentioned as a probable explanation the 
fact that the developing Miillerian duct lies in close proximity to 
the germinal epithelium during the early stages of growth of the 
embryo. 

Janney" and Blairt have arrived at a similar etiological con- 
clusion. They also attempt to answer the question why this 
endometrium, if of developmental origin, does not become 
functional at puberty instead of showing no signs of activity until 
the age of 30 or even 40 years, as in some cases. They say that, 
in the first place, the ovarian endometrium is retarded by unusual 
surroundings, and, secondly, that some stimulus is necessary before 
the endometrium actually becomes perforative. They give possible 
sources of this stimulus, such as infection in the pelvis, neoplasms, 
conditions causing congestion, and general diseases, especially 
those affecting the blood in any way. 

(g) Origin by ‘cellular spill’? and implantation. The implanta- 
tion theory was elaborated by Sampson" in 1921, and his descrip- 
tions and proofs are so clear and definite that it is impossible to 
dispute that in some cases, at any rate, the whole of the lesions 
found may be due to a process of retrograde menstruation, with 
implantation of fragments of endometrial tissue on the surface of 
the ovary, which subsequently invade the ovarian stroma. He 
considered that the ovary acted as a “ hot-bed”’ or “ incubator,”’ 
favourable to the growth of endometrial fragments. Later, the 
chocolate cyst which had formed perforated its wall and, Sampson 
believed, gave rise to secondary dissemination of the endometrial 
tissue in any part of the pelvic cavity, but especially in the pouch 
of Douglas. He stated that the implantation of either uterine or 
tubal mucosa might occur, and that in many cases the source of 
origin could not be discovered by an examination of the lesion 
produced. 

He supported his theory in a convincing manner, both from 
pathological and experimental points of view; and stated that he 
had found the condition present in 37 out of 170 operations upon 
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women between the ages of 30 and 50 years, and in six cases in 
which the patients were under 30 or over 50 years of age. 

The main arguments in favour of his theory are :— 

(1) The histological appearance of superficial ‘‘adenomyomata ”” 
suggests implantation. 

(2) The site of development of ‘‘adenomyoma ”’ of the ovary is 
near the abdominal ostium of the tube. 

(3) Retrograde menstruation has been seen to occur at opera- 
tion. 

(4) The lesion may occur in the abdominal scar after Caesarean 
section and other operations. 

Working with Sampson, Jacobsen,’ in a series of experiments 
on rabbits, proved that when endometrial tissue is artificially 
implanted in the pelvis small ‘‘ adenomatous ’’ tumours develop. 

These tumours on the surface of ovary, tube and broad ligament 
were infiltrative, but did not involve the intestines; and although 
some blood was present, no hemorrhagic cysts were formed. It 
is interesting io note tuat in some cases in which tissue containing 
muscle was transplanted, a structure resembling a rudimentary 
uterine horn was found. 

Blair Bell supports this view, and considers that it is the 
commonest method of origin of endometrioma of the ovary. 

Bailey, adopting en bloc Sampson’s views and classification, 
has described a series of cases, in all of which he considers that 
the essential lesion is an implantation of tubal or uterine mucosa, 
either at the site of election—the ovary—or the peritoneal surface 
of other pelvic structures, notably the Falloppian tube, posterior wall 
of the uterus and the pouch of Douglas. He also enters into the 
question of retrograde menstruation, and, like Sampson, obtained 
microscopical evidence that this does occur, and that portions of 
uterine endometrium may be seen actually passing down the 
Falloppian tube towards the abdominal ostium.* 

Such then are the main views that have been brought forward 
in the past, or are actually held at the present time. I have 
considered it advisable to enter rather fully into an account of them, 
as many of the points raised have a direct bearing on the present 
investigation. 

NOMENCLATURE. 

Several names have been given to tumours in various parts of 
the pelvis, characterized by the presence of glandular tissue 
resembling endometrium. Those used by Sampson, namely, 

* In a later communication, Sampson, while affirming the truth of the 
implantation theory, also suggests the possibility of metastasis via lymph 
vessels or veins resulting in tumours in the pelvis, and especially in the 
inguinal region. (Amer. Journ. Obstet. and Gynecol., 1925, iv, 462.) 
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‘“adenomyoma,”’ and later ‘‘ adenoma,’’ have been widely adopted. 
These terms, however, do not indicate in any way that a specialized 
form of glandular tissue is present, that is, true endometrium, and 
for this reason they appear unsuitable.+ 

Bailey, following a hint thrown out by Sampson, has suggested 
the name ‘‘ Ectopic Miillerianoma.”’ 

There can, however, be no doubt that the tissue concerned is 
really endometrium, as has been emphasized by many observers; 
but if any further proof is required I hope to iurnish it, for this 
tissue shows menstrual reaction, corresponding exactly with that of 
uterine endometrium, atrophy at or about the menopause, and, in 
association with pregnancy, evidence of true decidual reaction. 
Further, in the series of cases investigated I have, in every instance, 
found that the presence of true endometrium of uterine type is 
essential for the production of a definite lesion, 1, therefore, 
consider that the term ENDOMETRIOMA (or endometriomyoma in some 
cases), as first used by Blair Bell,?,? fulfils all possible require- 
ments. 

By adopting this title at this early stage in the work, rather than 
doing so later, | hope to make the descriptions which are to follow 
both clearer and briefer than would otherwise be possible. 


PATHOLOGICAL INVESTIGATION OF SPECIMENS. 

I have been fortunate in having at my disposal over 200 
specimens of pelvic organs and tissues, the great majority of which 
were removed by Professor Blair Bell in the Royal Infirmary, 
Liverpool, or at private operations performed by him. 


Collection and preparation of sections for histological examinations. 

(a) In those specimens in which there was any microscopical 
appearance suggesting, however remotely, the presence of endo- 
metrium, multiple sections were cut at all important situations, that 
is, the posterior uterine wall, the ovarian and uterosacral liga- 
ments, Falloppian tubes, and, of course, the ovary, special 
attention being paid to hamatomata and adhesions. Should the 
presence of endometrial tissue be thereby demonstrated, further 
sections—serial in many cases—were cut, in an endeavour to trace 
this tissue to its origin. 

(b) Sections of the organs removed were carefully examined in 
all specimens, even those presenting no macroscopical signs of 
abnormal growth of endometrial tissue, and if any tubules or 
_ glandular tissue were found, further sections were cut. 

+ Sampson has now apparently discarded these terms, and has adopted 
that of ‘“‘ endometriosis.’”” This name, while more descriptive of the true 
pathology of the condition, suggests that a diffuse endometriomatous state 
is invariably present—which is not always true. Single and localized 
lesions may be found, and for these ‘‘ endometriosis ” is hardly suitable. 
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(c) Sections were stained by the hematoxylin-eosin method, 
Van Gieson’s stain being used in certain cases for confirmation. 


General description of specimens. 

It soon became apparent as the work progressed that all the 
specimens of interest might be divided into two groups, according 
to the microscopical appearance presented, namely :— 

(1) Specimens containing true, but aberrant, endometrial tissue. 
This group comprises a series of 25 cases, in all of which 
endometrial tissue was shown to be present in abnormal 
situations. 

(2) Specimens, usually of the ovary, showing the presence of 
abnormal glandular. or other epithelial structures not 
resembling uterine endometrium. These specimens have 
been included, although of no great clinical or pathological 
importance in many instances, in the hope that by this 
investigation some light may be thrown upon the question 
of the ztiology of endometrial inclusions that are present 
in the cases belonging to the first group. 


Group 1. 
I propose to consider the cases in this group according to the 
result of the combined macroscopical and microscopical findings. 
The most important lesion, or lesions, may be situated in the 
uterus alone, the uterus and also in one or both ovaries, the ovary 
alone, either superficially or deeply invaded, and in other situations 
in or about the pelvis. 


A. Uterus. Endometrioma of the uterus associated with other 
lesions. 

Case 1. Gyn. Path., No. 3674. Diffuse endometriomatous 
invasion of the wall, together with fibromyomata of uterus. 

Case 2. Gyn. Path., No. 4081. Diffuse endometriomatous 
invasion of wall, associated with an cedematous polyp of cervix. 

Case 3. Gyn. Path., No. 4289. Diffuse endometriomatous 
invasion of the wall. Follicular retention cysts of the right ovary. 

B. Uterus with one or both ovaries involved. In case 4 the 
ovarian hematomata are superficial, and were found only on 
microscopical examination. In cases 5, 6, 7 and 8 the ovarian 
hzmatomata are deep. 

Case 4. Gyn. Path., No. 3771. Endometrioma of uterus, 
ovaries and the left ovarian ligament. There are large ill-defined 
tumours of the posterior wall and a small nodule near the attach- 
ment of the left round ligament—endometriofibromyoma in both 
cases. There are also small areas of endometriomatous tissue in 
both ovaries, and tubules and stroma in the left ovarian ligament. 
Case 5. Gyn. Path. No. 3736. Endometrioma of uterus 
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and ovaries. There is diffuse invasion of the uterine wall by 
endometrium, but no macroscopical evidence of abnormality. Tarry 
cysts with endometrium in the walls thereof are present in both 
ovaries, and endometrium is present in adhesions between the left 
gonad and the tubal fimbriz. 


Case 6. Gyn. Path., No. 3599. Endometrioma of uterus, 
ovaries, Ovarian and uterosacral ligaments. There is a diffuse 
tumour of the posterior wall of the uterus containing endometrium. 
Tarry cysts with endometrium in the walls are present in both 
ovaries, and the right ovarian and uterosacral ligaments are 
invaded by endometrial tissue. 

Case 7. Gyn. Path., No. 4160. Endometrioma of uterus 
and both ovaries. Multiple endometriofibromyomatous tumours of 
the uterus are present, and there are tarry cysts of the left ovary. 
Endometrium is present in both ovaries. 


Case 8. Gyn. Path. No. 4129. Endometrioma of uterus, 
ovaries and tubes. There is diffuse deep invasion of the uterine 
muscle by endometrium. Tarry cysts are present in both ovaries, 
and there is a small tumour near the abdominal ostium of the tube 
containing endometrium, 


C. Ovary alone, superficially or deeply invaded. In cases 9, 
10, 11, 12 and 13 the ovarian hematomata were superficial, while 
in cases 14 to 24 inclusive they were deeply placed, the uterus being 
apparently normal, and so not always removed at operation. 

Other 

No. of case. Ovary. situations. 

9. Gyn. Path. No. 3884. Superficial hematomata None. 
in the right ovary. 

10. Gyn. Path, No. 4025. Ovaries contained he- Endometrium in 
morrhagic cysts, and adhesions be- 
both were adherent to tween the tubes 
large intestine. Endo- and fundus uteri 
metrium present super- andthe bladder. 
ficially in ovaries. 

11. Gyn. Path. No. 4051a. Endometrium in the None. 
right ovary, which was 
apparently the only part 
to be involved. 

12. Gyn. Path. No. 4241. Endometrium in the free 
borders of both ovaries, 
superficially placed. 

13. Gyn. Path. No. 4273. Piece removed from the 
free border of the right 
ovary—containing su- 
perficial endometrio- 
mata. 

14. Gyn. Path, No. 3415. Both ovaries adherent to 
the uterus and contain- 
ing large tarry cysts. 
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No. of case. Ovary. 

15. Gyn. Path. No. 3881. The right ovary and tube 
embedded in adhesions 
and old blood clot. A 
tarry cyst in the right 
ovary, and also endo- 
metrium in the left 
ovary. 

16. Gyn. Path. No, 2646. A very large tarry cyst 
of endometriomatous 
nature in the right ovary. 

17. Gyn. Path, No. 3774. Tarry cysts of the right 
‘ovary containing typi- 
cal glands and stroma. 

18. Gyn. Path. No. 4325a. Large tumours of both 
ovaries consisting of 
both tarry endometrial, 
and of hemorrhagic 
follicular cysts. 

19. Gyn, Path. No. 4326a, Right ovary containing 
small tarry cysts—en- 
dometrium in the walls. 


20. Gyn. Path. No. 3983. Follicular cyst of the 
right ovary which con- 
tained a few endomet- 
rial tarry cysts. 

21. Gyn. Path, No. 4254. Left ovary containing 
deep endometrium. 
(Removed with a fibro- 

myomatous uterus). 

22. Gyn. Path. No. 1871. Hemorrhagic cysts of 
the right ovary (case of 
uterus bicornis) in some 
of which endometrial 
tissue was found. 


23. Gyn. Path. No. 3757. Old endometrioma of the 


right ovary. 
24. Gyn. Path, No. 4367. Follicular cyst of right 
ovary which, as well as 
a piece of the left ovary, 
contained endometrial 
tissue. 


Other 
situations. 
None. 


None. 
None. 


None. 


Endometrial tis- 
sue in the right 
ovarian’ liga- 
ment. 

None. 


None. 


Blood cysts in 
omentum. 


None. 


Endometrium in 
the right ovarian 
ligament. | 


D. Endometrial tissue in other situations in. the pelvis. 


25. Gyn. Path. No. 4315a. A small tumour removed 
from the wall of an in- 
guinal hernial sac. An 
endometriomyoma, 
probably of the round 
ligament. 


None. 
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MACROSCOPICAL AND MicroscopicaAL APPEARANCES OF 
ENDOMETRIOMATA, 

I propose at this stage to describe what appear to be the typical 
findings in the various stages of development and situations of this 
lesion, and at the same time to indicate which of the cases coincide 
with the different types. 


Tue UTERUus. 

The macroscopical appearance of endometrioma of the uterine 
wall varies more than in any other situation. 

1. There may be a generalized thickening of the walls of the 
uterus; but this thickening, when present, is usually irregular, and 
most frequently affects the posterior wall. (Cases 4, 5, 6 and 7. 
Fig. 

2. The endometrioma may be localized to one part of the 
uterine wall, and there form a miniature cavity containing 
menstrual blood. (Case 2.) 

3. Encapsulated tumours resembling fibromyomata, but contain- 
ing a large amount of typical endometrium in addition to fibrous 
and muscular tissue, are sometimes present. (Cases 1 and 7. 
Fig. 3.) 

In addition it must be borne in mind that abnormal deposits of 
endometrium may occur, yet not be visible macroscopically, 

4. On inspection of the serous aspect adhesions are fre- 
quently observed. They vary greatly in character, but are 
usually dense in old-established cases. The adhesions, although 
present on the anterior serous surface of the uterus in one of my 
specimens (Case 10) usually involve the posterior surface and fix the 
uterus backwards. Associated with the adhesions bluish-black 
cysts may project on the surface of the uterus, most commonly 
involving the posterior wall. 

Microscopically, the uterine endometrium proper has shown 
very little of any importance in my specimens. When polypi were 
present they consisted of typical adenomatous, or in some cases, of 
endometriomatous tissue, and in these, as in several other specimens 
in which the endometrium appeared quite normal to the naked eve, 
varying degrees of glandular hypertrophy and hyperplasia were 
observed. This adenomatous condition of the endometrium does 
not appear to bear any direct relation to endometrioma; but, when 
fibromyomata or endometriofibromyomata are present, there may, 
of course, be thickening of the endometrium itself. The important 
phenomenon that I have observed in several specimens has 
consisted of an abnormally deep invasion of the uterine muscle by 
the endometrium—as though in the particular patient the endo- 
metrium was unusually invasive. Careful examination of sections 
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of the wall of the uterus in 140 specimens revealed the fact that 
endometrium was found deep in the wall—that is in the outer half— 
in 10, and of these in seven there was endometrium in extra-uterine 
situations. It seems, therefore, that a state may exist in which 
endometrium, wherever situated, possesses unusual powers of 
invasion and growth. The aberrant tissue consists of glands and — 
stroma, but some variation exists in different cases. The glands 
differ in size and shape, and may present an appearance similar to 
that shown by those lining the cavity of the uterus, or become 
distended with secretion or blood, and so form cystic spaces 
(Fig. 4). The epithelium likewise varies, its appearance depending 
on the particular stage of the menstrual cycle, with which it exactly 
corresponds, and upon the size of the gland space of which it 
forms the lining. Thus the usual type of epithelium is a high 
columnar variety, in which the deep parts of many cells may be 
distended by secretion (intermenstrual phase), but this epithelium 
may show all the gradations to a low cubical form as the — 
lumen becomes enlarged. 

The stroma is usually plentiful and forms a complete investment 
for the glandular tissue, except when a few of the deeper tubules 
have occasionally outpaced the developing stroma, and lie’ in 
direct contact with bundles of muscular tissue. There is often a 
small amount of extravasated blood, both in the lumina of the 
glands and in the stroma, but this is not a marked feature in most 
of the specimens. 

I have been able to trace the ccnideawessia tissue outwards from 
the true endometrium in six cases (Cases 1, 4, 5, 6, 7 and 8), some- 
times to within close proximity to the serous surface of the uterus, 
and in one specimen (Case 7) distended gland spaces containing 
blood were to be seen actually projecting from the serous surface of 
the uterus. When the endometrial tissue is traced outwards there 
seems a tendency for degeneration to take place in those parts 
of the invasions lying near the cavity, while the deeper and later 
formed tissue is still active. I believe that such degeneration, which 
may even lead to disappearance of the glandular tissue, makes it 
difficult at times to trace endometriomata in the uterosacral liga- 
ments, and in other situations, to their true source, and that this 
may be. responsible for misconceptions that have arisen. 

With regard to the localized form of endometrioma of the uterus 
little need be said. On section the tumours show the regular 
arrangement of fibrous and muscular tissue in bundles, with 
scattered chains of glands extending between them (Fig. 5). 
The connexion between the uterine endometrium and that of 
the tumour is often difficult, if not impossible, to trace. 
This may indicate that no such connection has ever existed, or if 
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such did at any time exist, the intervening glandular tissue had 


subsequently disappeared in the way described, or that it only 
persisted as ill-defined degenerated tubules. 


THE Ovary. 

Whatever the relationship between endometrioma in the ovary 
and the same lesion in the other parts of the pelvis may be, 
there can be no doubt that the ovary is implicated in a large 
number of cases, and that the condition is usually visible to the 
naked eye. As proof of this I found endometrioma of the ovary 


in 21 cases out of 25, and in 17 of the specimens there was macro- 
scopical evidence of the lesion. 


On external examination of the ovary the following conditions 
may be noticed :— 


Superficial endometriomata. The appearances in this type 
conform with the classical description given by Sampson. 
I have observed the minute blue or purple cysts projecting 
from the surface of the ovary, usually in the region of the 
unattached border, in several specimens (Cases 5, 7, 12 and 13), and 
also small puckerings or scars, often with a fine adhesion or a 
minute red area in the centre. These scars have been 
described as the sites of implantation of endometrium, but many 
of them closely resemble the condition present after rupture of a 
Graafian follicle, and on cutting the ovary open I have often found 
the remains of a corpus luteum in close proximity. 


Erosion or invasion of the ovary. In other specimens, possibly 
at a later stage, I have observed that the surface of the ovary may 
become eroded, and a series of irregular depressions form. These 
were described by Sampson as arising by rupture of superficial 
hzmatomata, but doubt concerning this has since been expressed. 
In the specimens examined all the evidence seems to point 
to Sampson’s view being correct, for one smali area of 
ovarian surface may show the two conditions side by side, with 
clear indications that the heematomata have given rise to the crypts 
or depressions. 


Adhesions. Further comment must be made on the presence of 
adhesions to the surface of the ovary. These may be light and 
filmy or very dense in character, and it is interesting to note that 
both Sampson and Bailey, in describing this fact, consider the 
presence of fine adhesions to be associated with implantations of 
Falloppian epithelium, and the dense adhesions with implanta- 
tions of uterine endometrium. In my series fine adhesions were 
present on the. surface of the ovary in seven cases, and I have 
noticed that the endometrioma was rarely well advanced. This 
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fact bears out the views already mentioned, but I consider it 
equally possible that as the ovary becomes more involved the 
adhesions and consequent fixation may become more marked. 
Further, it is impossible to decide in any particular case whether 
the presence of adhesions is definitely due to endometrioma, or 
whether it is due to associated infective conditions, which are so 
often present. Dense adhesions, sometimes noted, appear to be 
more definitely associated with deep endometriomata of the 
ovaries—chocolate or tarry cysts. In 11 cases in which the ovary 
was extensively involved tough adhesions were present. The 
ovaries were fixed to the uterus or broad ligament only in six cases 
(Nos. 5, 6, 7, 14, 16 and 19), in three cases to the intestine or rectum 
only (Nos. 10, 15 and 20), in one case to the uterosacral ligament 
(Case 14), and in one other case dense adhesions fixed both ovaries 
to the uterus, rectum, bladder, sigmoid colon, and omentum 
(Case 18). There is nothing special about the appearance of the 
adhesions except that old blood clot is usually noticed in the 
vicinity, and in one of my cases the first impression gained upon 
the abdomen being opened was that an ectopic gestation was 
present. I believe that when the adhesions are not due to an 
associated infective condition their presence is simply due to free 
blood in the peritoneal cavity. Whatever view may be held. 
regarding the pathology of endometriomata there can be no doubt 
that in the case of the ovary leakage of menstrual fluid into the 
peritoneal cavity from a ruptured or leaking ‘‘ chocolate cyst” | 
does occur. I have found in four such specimens an aperture in 

the wall of the cyst, with old blood and adhesions collected round 
that point (Cases 5, 7, 14 and 19). 

To recapitulate, it may be said that the following description is 
tvpical of endometrioma of the ovary: One or both ovaries 
are enlarged and have old blood on the surface, and they are 
densely adherent to the uterus and rectum, and possibly to other 
structures in the neighbourhood. 

Appearance on incision of the ovary. In the first place, small 
subcapsular heematomata and erosions or excavations on the surface 
may be visible, as already described. A further stage has been 
described, namely, the ‘‘ chocolate streak,’’ which is, as the name 
suggests, an extension of the superficial erosion into the deeper 
parts of the ovary. 

I shall now describe the most characteristic lesions produced by 
ovarian endometriomata, namely, the ‘‘chocolate”’ or ‘‘tarry’’ cysts. 
These cysts vary greatly in size, their greatest diameter in some of 
my cases being only a few millimetres, while in other specimens 
the cysts were of the same size as that of a tangerine orange 


(Fig. 7). 
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In all specimens examined the cyst contained chocolate material 
exactly similar to that found in cases of hzematocolpos or hamato- 
metra associated with vaginal atresia or a rudimentary horn of a 
bicornute uterus. This material is quite distinct from that con- 
tained in the so-called ovarian apoplexy or hemorrhagic follicular 
cyst, the appearance in the latter case being simply that of a cyst, 
usually thin-walled, containing ordinary blood-clot. 

With regard to the situation of the cysts in the ovary, I have 
found that the smaller ones occur superficially and deeply with 
almost equal frequency, but there appears to be some relationship 
between the size of the cyst and the depth of the surface. When 
small endometriomata are deeply placed, there are signs of invasion 
from the surface in some cases; in others, however, there has been 
absolutely no macroscopical evidence of any connexion between the 
cyst and the surface of the ovary. 

The earliest evidence I can discover microscopically of endo- 
metrial invasion of the ovary lies in the presence of fragments of 
glandular tissue, usually with enveloping blood-infiltrated stroma, 
on the surface of the ovary (Figs. 8 and 9). Some adhesions are 
frequently present at these points, and I believe these fragments to 
be derived from the uterus via the Falloppian tubes, as described by 
Sampson.!®, 2° This appearance of endometrial implantation, of 
which I found definite evidence in four specimens (Cases 9, 10, 12 
and 19), gives the clue as to the origin of the ovarian endometrioma 
in these cases. 

In Case 12 (Fig. 8), the implantation is merely lying on the 
surface of the ovary, but in Case 9 (Fig. 9) a further stage is visible, 
namely, the invasion of the ovarian substance. 

In all implantations of glandular tissue upon the surface of the 
ovary, I have observed that the structure of the glands closely 
resembles that of uterine endometrium, and not of Falloppian 
epithelium, as others have described, and also that signs of reaction 
to menstruation, that is, haemorrhages into the lumen or the stroma, 
have been present in every specimen. 

A totally different appearance may be produced in other speci- 
mens by the presence of superficial endometriomata. This is 
characterized by the occurrence of small, often minute, subcapsular 
hematomata (Figs. ro and 11).. These often project from the 
surface of the ovary and are visible to the naked eye, as already 
described. No adhesions are present, and the hematomata are 
usually multiple, several being visible in one low power field. A 
tvpical hzematoma has a definite structure : there is a space, often 
containing blood, lined by epithelium varying between the high 
columnar (often ciliated), and low cubical, types, and both varieties 
may be present in different parts of the same cyst. There is also a 
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distinctly specific loose stroma surroufiding the gland spaces, and 
this often contains a considerable amount of extravasated blood. 

Very little evidence of penetrative power can be found, but deep 
to the hematomata there are occasionally similar spaces extending 
for a short distance into the ovarian substance, and probably 
constituting an invasion. More frequently a few atypical tubules 
are present immediately deep to the hzmatomata, and these afte 
lined by low cubical epithelium, possess no differentiated stroma, 
but resemble crypts or invasions of capsular epithelium cut trans- 
versely. 

In the ovarian stroma. proper, I have observed an increase in 
the amount of involuntary muscle present in relation to the endome- 
trium. This muscular tissue appears to arise by a process of 
simple hypertrophy of that already present, and not as part of the 
endometrial development. 

Before describing the more advanced stages of the lesion, it is 
necessary to refer to certain abnormalities of the capsular epithelium. 
In all the cases in which superficial hamatomata were present, there 
have been signs of unusual activity of the capsular epithelium, and I 
believe this to be important. Crypts are presefit, atid some of 
these resemble cellular invasions. Moreover, in the deeper pafts 
of these crypts the capsular epithelium may become high columnar 
in type, and even ciliated (Fig. 12). Although this appearance has 
been described as being due to implantation of epithelium derived 
from the Falloppian tubes, it is possible to trace the gradual change 
in the character of the epithelium, from typical cubical to high 
columnar (Fig. 13). Further, careful examination of those sections 
in which the small hematomata on the surface of the ovary ate 
visible reveals the fact that, in certain capsular ifivasions, the 
epithelial cells, in addition to changing in shape, are lving upon a 
stroma which is infiltrated with blood; consequently, had the 
section been cut in another direction, an appearance exactly resem- 
bling that of the superficial haematoma might have been obsetved 
(Fig. 14). Another observation made with regard to these capsular 
invasions is that fine adhesions to the ovarian surface ate often 
associated with persistence, and deepening, of the cells of the 
capsular epithelium. 

It is important, therefore, to emphasize the fact that the capsular 
epithelium is columnar in some ovaries. I have taken special care 
to confirm this fact. 

Before dealing with the appearances of deeper lesions of the 
ovary, there is another abnormality of the capsular epithelium : 
namely, deep invasions of the ovary not uncommonly occur. I 
have been able to trace the invasion of the ovary by the capsular 
epithelium in Case 12 for a distance of over 2mm., and the 
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importance of this lies in the fact that although lined in all but 
the deep parts by simple capsular epithelium, there are definite 
signs that in the deepest part the tissue has become altered in 
type, for a series of tubules are present lined by columnar 


epithelium, and lying in a very loose stroma in which is a small 
amount of blood (Figs. 15 and 16). 


It will now be evident, on studying the microphotographs and on 
comparing figures 15 and 16 with figures 17 and 18, which were taken 
from an ovary containing a definite endometrioma (Case 3), that 
there is a marked similarity between the two conditions. The 
appearances seen in figures 15 and 16 are those of an early stage 
of the development of endometrioma of the ovary. 


Up to this point I have described the microscopical appearances 
of superficial endometriomata and the early invasions of deeper 
parts of the ovary. In the specimens examined there has appeared 
to be a distinct gap between superficial and deep endometriomata ; 
that is, I have only found an intermediate stage in a very small 
number of cases. There can be no doubt that an intermediate 
stage does exist, as is well shown in the right ovary in Case 5 
(Figs: 17 and 18). In this chains of tubules lving in a special 
stroma are to be seen extending from the surface into the deep 
parts of the organ. It is to be noted that some of the gland tubules 
have become cystic, and this may represent an early stage in the 
actual formation of some tarry or chocolate cysts. 

Upon microscopical examination of the deep endometrioma it is 
to be observed that a great variety of appearances may be presented, 
and [ will attempt to describe the condition of the wall surrounding 
the collections of menstrual blood known as tarry cysts, according 
to the stage of development reached. 


Stage 1. The epithelium lining the cyst in those specimens in 
which the cyst is only of moderate dimensions usually consists of a 
complete layer of columnar epithelium. This epithelium, occa- 
sionally ciliated in parts, is exactly similar to that of uterine 
endometrium. The nuclei are for the most part centrally situated, 
but may be displaced by the presence of secretion, and the free 
surface of the cells, as Bailey has pointed out, is rough in appear- 
ance owing to the adherence of red blood corpuscles. In addition to 
a lining layer of epithelium the wall of the cyst may contain 
collections of endometrial tissue with glands and stroma of very 
definite character (Fig. 19). The epithelium of the glands is 
similar to that lining the large cyst, but the cells are deeper. 

The stroma in a small or recently formed and active endo- 
metriomatous cyst is verv distinctive, and farms supporting tissue 
for the glands. It is usually dense, contains varying amounts 
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of extravasated blood, and shows a distinct line of demarcation 
from the surrounding ovarian tissue. In this and the other stages 
the presence of excess of involuntary muscle may be noted, but 
this is not usually sufficient to justify the term endometriomyoma. 


Stage 2. Signs of atrophy of the epithelium indicate diminu- 
tion in the activity of the endometrium. The epithelium tends to 
become flattened, and the stroma less distinct. It is interesting to 
note that the atrophic change, which appears to be due to pressure 
caused by retained blood, only affects parts of the wall at first, and 
that the stroma always tends to disappear as the epithelium 
atrophies; that is, stroma and epithelium bear a direct relationship 
to one another. 


Stage 3. The final condition in an endometriomatous cyst is 
one of complete inactivity. The typical chocolate material, in 
addition to containing red and white cells, often contains broken 
off and degenerated epithelial cells. The true lining of the cyst 
cavity is only present in parts of the wall, where it may reveal itself 
as an irregular line of cubical cells. Although this lining is 
sometimes incomplete, I believe that endometrioma forms true 
cysts in the ovary; that is, the menstrual blood is not scattered 
in the ovarian tissue but is contained in cysts possessing—in the 
active stage at least—an epithelial lining. 

Deep to the epithelium there may be the remains of a differen- 
tiated layer of stroma, and when this is present large cells containing 
pigment—probably blood pigment—are visible in parts. 

In the walls of the old endometriomatous cavities the surround- 
ing ovarian tissue is converted into a layer of hyaline tissue. 
This was observed by Sampson, and I have found it to be of frequent 
occurrence, 

It is necessary to describe the appearances of the ovary apart 
from the lesions already referred to. In many specimens the rest of 
the ovary appears quite normal, others show an excess of involun- 
tary muscle, as already described; and a third condition often 
noticed is the presence of varying degrees of cystic development 
originating in the Graafian follicles. This last lesion 1s only likely 
to be mistaken for endometrioma in its final stage when the stroma 
is disappearing and the epithelium flattened. Nevertheless, the 
absence of evidence of menstrual hemorrhage, of glands or of a 
columnar-celled lining, should render the recognition of follicular 
cysts easy. 

A recent corpus luteum may also simulate a tarry cyst. but the 
absence of epithelium, and the presence of the closely packed lutein 
cells should obviate any difficulty in distinguishing between the 
two conditions. 
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These are the typical appearances | have found in the ovary in 
cases of endometrioma. It will now be necessary to refer briefly 
to certain specimens in which a further description is necessary. 


Description of microscopical findings in certain specimens of 
endometrioma of the ovary in which the tumour had some 
relation to surrounding structures. 

Case 4. The right ovary was densely adherent to the side wall 
of the uterus, Sections of the wall of the uterus at this point 
show endometrial tubules extending throughout the thickness of 
the wall, and further, in one section, including uterine wall, ovary 
and adhesion, the tubules can actually be seen invading the sub- 
stance of the ovary (Figs. 21 and 22). In this case the ovarian 
endometrium has been derived from that of the uterus by direct 
extension. 

Case 5. The endometrial tubules in this specimen may be traced 
through the uterine wall and were seen to invade the ovarian 
ligament on the right side. At the point of attachment of the 
ovarian ligament to the inner pole of the right ovary similar 
endometrial tubules are present. Although serial sections were 
not cut of the ovarian ligament in this case, it is highly probable 
that this was the route by which endometrium reached the ovary. 
Further proof of this is afforded by the fact that no tubules are 
present in either the left ovarian ligament or the left ovary. 

Case 15. This specimen, in which endometrioma of the right 
ovary is present, together with a recent tubal gestation, is interesting 
because there is a relation between the two conditions. Microsco- 
pical examination of the contents of the tube reveals the presence of 
blood clot and a few villi, but sections of the ovary show active 
endometrial invasion of the ovary, and in the stroma surrounding 
some of the tubules true decidual reaction is present (Figs. 23 and 
24). 

Case 11. In this specimen it has been possible to trace the 
tubal epithelium along the ovarian fimbria and into the ovary. At 
one point the structure changes from epithelium of Falloppian 
to that of uterine type with gland-formation and stroma, 
although there is no break in the continuity. This condition is 
clearly shown in figure 26, and indicates that the epithelium 
of the tube can undergo metaplasia and form endometrium. 

From the point at which the endomeirium is first observed a 
chain of tubules with stroma may be traced into the substance of 
the ovary. 

Case 24. In this specimen it was noticed at the time of 
operation that there was hemorrhagic infiltration of the left 
ovarian ligament, in addition to tarry cysts of the ovary, at a 
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point close to the attachment of the ligament. Serial sections wete, 
therefore, cut, and it’ was possible to trace endometrial tissue 
through the whole length of the ligament and into the substance of 
the ovary (Fig. 27). 

Case 8. As a small semi-solid tumour was observed to lie 
between the abdominal ostium of the tube and the left ovary, 
apparently arising from the ovarian fimbria, careful sections were 
cut, and it was shown that the tumour consisted almost entirely of 
endometrium, lying in a small amount of fibrous tissue and 
involuntary muscle (Fig. 28). Further, the epithelium of the 
fimbriz could be traced into the tumour, thus again suggesting 
a metaplasia of Falloppian epithelium. When an attempt was 
made to trace a connection with the ovary a few tubules were 


observed invading that organ, but no typical endometrium was 
present. 


ENDOMETRIOMA IN OTHER SITUATIONS IN THE PELVIS. 

Macroscopically,the Falloppian tube has not been deeply involved 
in many cases. In some specimens there is marked thickening of the 
tube, which may also be kinked; but these changes are due to 
associated infection. The only lesions of the tube that I have 
observed have been adhesions, and the presence of minute cysts 
suggesting superficial hamatomata similar to those observed on 
the surface of the ovary. In the ovarian fimbriz in Case 8 there 
was a solid tumour, 1cm, in diameter, of mixed cystic and solid 
character, which was closely associated with the abdominal ostium 
of the tube and with the ovary, the latter showing signs of endo- 
metrial invasion at the point of contact (Fig. 29). In Case 11 the 
abdominal ostium of the tube was again closely attached to the 
ovary, and there appeared to be an area of blood-infiltrated tissue 
extending from the tubal fimbriz into the deeper parts of the ovary. 

The ovarian ligaments. In addition to involvement of these 
structures in adhesions, I have found tarry or hemorrhagic filtra- 
tion to be present in two cases (Cases 4 and 24). (Figs. 30 and 27.) 

The uterosacral ligaments. Adhesions, either light or dense, 
are present in association with these structures with great 
frequency. In Case 6, hemorrhagic cysts are present, and in 
several cases the ligaments were buried in adhesions and old blood, 
so that it was difficult to identify them. 

On microscopical examination of the uterosacral ligaments, 
small clusters of tubules may be found (Fig. 31). It is to be 
observed that signs of reaction to menstruation—though present— 
are not well marked. In one specimen it was possible to trace the 
direct connexion between uterine endometrium and that of the 
uterosacral ligament (Case 6). 
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The round ligaments. Macroscopically, the endometrium 
in Case 25 presented the appearance of a mixed solid and cystic 
tumour, 1.5x2cms. in diameter, lying in close relation to an 
inguinal hernial sac. 

Microscopically, sections of the tumour show very typical glands 
with plentiful stroma but no hemorrhage. Figure 32 is a photo- 
micrograph of the condition found, which appears to have been due 
to developmental displacement of Miillerian epithelium. 

Other situations. In Case 22 there were omentai adhesions to 
the ovary and small tarry cysts in the omentum. I have found the 
small and large intestine and the rectum to be frequently attached 
to the internal genital organs by adhesions, but in no specimen 
is there any macroscopical evidence of actual invasion of the wall 
of the bowel by endometrium. 

Microscopically, small masses of stroma with doubtful glands 
lying on the serous surface of the tube, broad ligament and other 
structures, have been seen, but it has not been possible to confirm 
the suggestion that these are implantations. 

A description of the microscopical appearances of the ovary 
would not be complete without mention of another abnormal 
condition. 

I have found evidence of excessive activity of the capsular 
epithelium in three cases. In these specimens the mere presence of 
invaginations was not regarded as important, but the essential 
point lay in the fact that in the deep part of the cysts, cell prolifera- 
tion and invasion of the ovarian tissue were taking place. 


Group 2. 

A brief reference may be made to non-endometrial tubules in 
the ovary. After studying closely many sections, | have come to 
the conclusion that Wolffian tubules are rare except in the hilum 
or deepest parts of the ovary, and that all superficial tubules are 
of capsular origin. This conclusion has only been reached after 
examination of sections of Wolffian tissue in the hilum of the ovary, 
and comparison of these with sections of tubules in the superficial 
parts of the ovary. There are slight but evident differences in the 
appearances of the two types of epithelium. 

Non-endometriomatous lesions. In certain cases abnormalities 
other than endometrioma were present. Some of these show 
features having a bearing on the question of the etiology of 
endometrioma. 

Case 26. The patient had a large fixed tumour of the right 
ovary diagnosed as primary carcinoma. No glandular tissue was 
found in this ovary apart from the malignant growth, and there 
was ho appearance to suggest the way in which the neoplasm had 
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arisen. In the left ovary, however, all sections show tubular and 
cystic spaces extending into the ovary from the surface and lined 
by deep columnar epithelium frequently ciliated, and in places 
forming intracystic projections. On the surface of the ovary 
clumps of degenerated glands of Falloppian type are present. It 
seems quite likely that this condition was due to implantation of 
tubal epithelium. There is no ‘‘cell mantle’? of stroma, and, as 
the ovary appears normal to the naked eye, the case has not been 
included among the endometriomata. It is conceivable that the 
condition of the left ovary might be the preliminary stage to 
primary carcinoma (as was present in the right ovary) or to some 
form of innocent cystic neoplasm. 

Case 27. This patient suffered from bilateral salpingo- 
Ophoritis, and at operation, in addition to this condition, a nodule 
at the uterine extremity of the right tube was discovered. 
Histologically, this was found to consist of muscle with scattered 
endometrial tubules and stroma. The fundus of the uterus was 
also removed, and in this there was evidence of deep endometrial 
invasion of the muscle. It appears highly probable from a study 
of this and other cases, that jocal infective conditions may have 
some effect upon the endometrium as regards activity and penetra- 
tive power. 

Case 28. The specimen consists of a uterus with fibromyomata, 
and of bilateral salpingo-odphoritis. Here again, as if in response 
to some stimulus, the endometrium of the uterus is invading the 
muscle coat and is forming cystic spaces in the deeper parts. 
Further, sections of the Falloppian tube undoubtedly show epithelial 
penetration of the deeper parts of the tube wall. 


CLINICAL FEATURES OF ENDOMETRIOMATA. 

Before relating the points of clinical importance in the cases 
recorded here, brief reference to the findings in some of the cases 
recently published, may be made. 

Sampson?! states that in many of his 64 cases the lesions were 
small and therefore symptomless, but that in about 30 per cent. 
thereof very definite symptoms were produced. He lays stress on 
the onset of severe dysmenorrhoea, especially if arising in a woman 
who is over the age of 35, as important, and notes that when a 
large hamatoma perforates, the resulting symptoms may simulate 
peritonitis. 

Donald*, in reporting ten cases of ovarian endometriomata, 
agrees with Sampson in regarding acute dysmenorrhoea arising 
after middle age as being of considerable diagnostic significance, 
for this symptom was present in all of his cases. All the patients 
were between the ages of 26 and 47 years, while seven were between 
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41 and 47 years of age. Other symptoms found to be frequently 
present were menorrhagia or irregular hemorrhage, leucorrheea, 
and dyspareunia. 

It was noted that in seven out of the ten cases of tarry cysts of 
the ovaries, associated endometriomatous lesions were found in 
other sites, chiefly in the uterus and uterosacral ligaments. 

Again King,” in a paper read before the annual meeting of the 
British Medical Association in 1924, gives a detailed account of the 
clinical features of 122 cases of endometrioma. He finds that in 
16 per cent. of all cases there is no symptom. The commonest 
complaint is pain, especially that associated with menstruation, 
the onset being acute. Other symptoms described are sterility, 
nausea or vomiting, menorrhagia, and dyspareunia. King draws 
attention to the frequency with which the tumours are complicated 
by the presence of other conditions, especially infections and 
neoplasms, namely, 4o and 30 per cent. respectively. He thus 
confirms Sampson’s view that the presence of tumours, displace- 
ments, and infections, appear to favour the occurrence of abnormal 
endometrial developments. 

In agreement with the reports of Sampson, King, and others, 
fibromyomata and inflammatory conditions were frequently present 
in the cases I have investigated. Typical tibromyomata of the 
uterus were present in five cases out of a series of 22, and this 
number would have been greater had several cases in which the 
fibromyomata also contained endometriomatous tissue, been 
included. 

In two cases the history of recent tubal gestation was given, and 
two other patients who had become pregnant during the previous 
two years aborted at an early stage in the gestation, 

There was definite evidence of the occurrence of infection within 
the pelvis in 10 out of 23 cases. 

In 22 of my established cases of this lesion, either intrauterine or 
extrauterine, or both, in disposition, a full clinical history was 
available. There seemed to be a direct relationship between the 
symptoms and the presence of endometriomatous tissue in abnormal 
situations in 15 of these cases. It was, however, extremely difficult 
to decide in some cases whether the symptoms were due to an 
endometrioma or to some associated condition, such as fibromyoma, 
inflammatory lesions or displacements of the uterus. 


Symptomatology. 

1. There can be no doubt of the fact, already described by 
Sampson, Donald, King and others, that severe dysmenorrheea, 
usually occurring on the first and second days of the period, is a 
common symptom. In nine of the cases out of 15 here recorded— 
that is, in 60 per cent.—it was definitely present, the usual history 
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given being that of a fairly sudden onset in a patient whose 
menses had previously been painless. This symptom is due to 
actual menstrual hemorrhage, either into the musculature of the 
uterine wall or into the tissues of the ovary. 

2. Sterility probably constitutes the next most prominent 
symptom, for it was present in 10 cases out of 17—58 per 
cent. Here, again, we must exclude three cases, in which sterility 
was probably due to other conditions, namely, multiple fibro- 
myomata of the uterus, bilateral salpingo-odphoritis of long 
standing, and conical cervix’ with pinhole os externum. This 
leaves seven uncomplicated cases—41 per cent. of all the women 
who were married—characterized by the presence of sterility. 

3. Of the other leading symptoms menorrhagia and attacks of 
intermenstrual haemorrhage were fairly frequent, occurring in 
12 cases out of 21 in which full details were available. Before 
ascribing the symptom to any endometriomatous lesion, however, 
it is necessary to exclude other causes of menorrhagia. A careful 
investigation of these 12 cases reveals the fact that other lesions 
were present in eight cases, namely :— 


Fibromyomata of uterus (interstitial or submucous) ... 
Chronic infection of uterus or appendages, or both 
Primary carcinoma of the ovary ... 
Mitral stenosis 
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Thus it will be seen that in only four of the 21 cases—18 per cent.— 
can the symptom be positively declared to be due to abnormal 
endometrial development. 

4. Attacks of acute pain of a stabbing nature were recorded in 
seven of the 22 cases—31 per cent. This symptom was probably 
caused by the ovarian endometriomata which were present in 
every case. Pain of this nature appears to be frequently associated 
with the condition of acute dysmenorrhoea already mentioned. 

5. Dyspareunia does not appear to be a common symptom, it was 
present only in three cases, and in one of these the presence of an 
associated inflammatory condition may have been the cause. It is 
possible, however, that a more careful interrogation of the patient 
would elicit evidence of this symptom in a greater proportion of 
cases. 

6. In three cases in which adheSions involving the bladder were 
found frequency of micturition or dysuria was present. 


Analysis of the main symptoms. 
In my series of 22 cases, in which a history was available, 15 pre- 
sented symptoms directly attributable to endometriomatous lesions. 
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2) Dysmenorrhea in nine (60 per cent.). 

Intramenstrual in seven cases, 
1. Tarry cysts of ovaries and endometrioma of uterus. 
2. Tarry cysts of ovaries and multiple adhesions in pelvis. 
3- Endometrioma of uterus. 
4. Tarry cysts of ovaries and large fibromyomatous submucous 

polyp. 

5. Tarry cysts of ovaries and endometriofibromyoma of uterus. 
6. Tarry cysts of ovaries. 


7. Tarry cysts of ovaries and small submucous fibromyoma. 


Premenstrual and intramenstrual in two cases. 
1. Tarry cysts of ovaries and chronic pelvic infection. 


2. Tarry cysts of ovaries, multiple fibromyomata of uterus, and 
chronic infection of the appendages. 


(b) Sterility. Ten cases out of a possible 17 (58 per cent.). 

. Tarry cysts of ovaries. Endometriofibromyoma of uterus. 

2. Tarry and follicular cysts of ovaries, and multiple fibro- 
myomata of uterus. 

3. Tarry cysts, chronic infection of appendages, tubes not 
patent. 

4. Tarry cysts, endometrioma of uterus. 

5. Tarry and follicular cysts of ovaries, and endometrioma of 
uterus. 


6. Tarry and follicular cysts of ovaries, and endometrioma of 
uterus. 


7. Tarry cysts with dense adhesions, and endometrioma of 
uterus. 


8. Tarry cysts of ovaries, conical cervix, and pinhole os 
externum. 

g. Tarry cysts of ovaries, adhesions to bladder and sigmoid 
flexure of colon. 

10. Endometrioma present in ovaries, old blood clot and adhe- 
sions in the pouch of Douglas. 

After excluding cases 2, 3 and 8 of the above list, the number 

of cases in which sterility was present is seven (41 per cent.). 


(c) Menorrhagia, epimenorrhagia, or irregular hemorrhage. 
Twelve out of 22 cases (54 per cent.). 
1. Endometrioma of uterus. 
2. Tarry cysts of ovaries, and submucous fibromyomatous 
polyp. 
3. Tarry and follicular cysts of ovaries, and endometriomyoma 
of uterus. 


| 


674 Journal of Obstetrics and Gynecology 


4. Tarry and follicular cysts of ovaries, and fibromyomata of 
uterus. 


5. Endometrium present in left ovary, and primary carcinoma 
of right ovary. 
6. Tarry and follicular cysts of ovaries, and fibromyomata of 
uterus. 
7. Endometriofibromyoma of uterus, and mitral stenosis. 
8. Tarry cysts of ovaries, and endometrioma of uterus. 
g. Tarry and follicular cysts of ovaries, and endometrioma of 
uterus. 
10. Tarry cysts of ovaries, and endometrioma of uterus. 
11. Endometrium in right ovary, and chronic infection of 
appendages. 
12. Endometrium in right follicular cystic ovary. 


Excluding cases 2, 3, 4, 5, 6, 7, 9, and 11, it appears that in four 


cases, or 18 per cent., menorrhagia was due solely to the presence 
of endometrioma. 


Age of the patient. 


It is an interesting fact that, with but two exceptions, all the 
patients were between the ages of 30 and 50 years, and in 12 out of 
a total of 24 patients, the age was 40 to 50 years. Of the other two 
patients, one aged 52 suffered from multiple fibromyomatous lesions 
causing a delayed menopause, and in the other, who was 67 years of 


age, senile atrophy was present in the ovarian endometrial tissue, 
as it was in that of the uterus. 


Physical signs. 


The physical findings, both before and at the time of operation, 
may vary considerably, but certain signs, when taken in conjunction 
with the typical symptoms already described, are of assistance in 
arriving at a diagnosis. 

In many cases the presence of other tumours or of infective 
conditions in the pelvis may mask the condition and make the 
diagnosis difficult or impossible. The presence of fixed backward 
displacement of the uterus with or without fixed appendage 
swellings and tenderness, and the absence of a history of salpingitis 
is very suggestive. A certain diagnosis can only be made without 
operation in the presence of a further sign which was not found in 
any of the cases I have examined, namely, the appearance of a 
tumour in the posterior vaginal fornix by direct extension from the 
region of the uterosacral ligaments. 
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SUMMARY AND CONCLUSIONS. 
General. 


(1) It is not unusual to find endometrium in abnormal situations 
in and about the pelvis, but in many cases—over 25 per cent. in my 
series—this gave rise to no definite symptoms and no macroscopical 
feature. There is no reason to doubt that the ‘‘ adenomatous ”’ 
tissue described is endometrium. In addition to its appearance the 
facts that it corresponds accurately to the uterine endometrium in 
all phases of menstruation, and undergoes the other physiological 
changes in connexion with the uterine endometrium—that is, 
atrophy at the menopause and decidual reaction in pregnancy—are 
conclusive. 

(2) When either macroscopical ihanges or symptoms are 
present, true endometrium is always to be found, and, therefore, the 
most appropriate and simple name to adopt is ‘‘ endometrioma.”’ 

(3) In a small proportion of cases involuntary muscle or fibrous 
tissue may combine with endometrium to form a tumour, usually in 
the uterus. In these circumstances the most descriptive terms are 
”’ and ‘‘ endometriofibromyoma.”’ Involuntary 
muscle, when present in excess, is usually in close relation with, 
but not an intrinsic part of, the endometrioma. This is especially 
the case in regard to the ovary. 

(4) The most important situations in which endometriomata may 
develop are the uterine wall and the ovary, occurring in the latter in 
80 per cent. of my cases. When present in the ovary endometrioma 
eventually results in the production of a tarry or chocolate cyst. I 
believe the word ‘‘ cyst’ to be quite correct in this connexion, as 
the tarry material is usually lying in a greatly distended glandular 
lumen, and is not free in the ovarian stroma. 

(5) When well-marked evidence of involvement of the ovaries 
is present the clinical signs are those of a fixed, enlarged ovarv, or 
ovaries, usually lying in the pouch of Douglas, with fixed backward 
displacement of the uterus—a state of affairs difficult to distinguish 
from that produced in chronic inflammatory lesions. 

(6) Endometrioma is somewhat difficult to diagnose clinically, 
but patients may complain of a recent onset of acute intramenstrual 
dysmenorrheea, attacks of sharp, acute pain in the lower abdomen, 
menorrhagia, and sterility. The age of the patient is usually 
between 4o and 50 years. 

(7) It is rare for endometrioma to be present in other parts of 
the pelvis independently of the ovaries, but such may be the case, 
the round and uterosacral ligaments being most often involved. 

(8) When invasion of the ovaries is extensive it is usually 
found that endometrium is present in adhesions thereto, and also in 
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the ligaments of the uterus, peritoneum of the pouch of Douglas, 
and even on the wall of the sigmoid colon or rectum. 

(9) Although it is quite probable that the implantation of 
Falloppian epithelium may occur upon the surface of the ovary, 
there is no evidence to suggest that any lesion of clinical or patho- 
logical importance results from this. 


fEtiological. 


The uterus. There can be no doubt that in the majority of 
these tumours of the uterus the endometrial tissue present is derived 
directly from the endometrium, as I was able to prove in all cases. 
Possibly implantation and invasion from without may occur, but it 
is improbable that any but the most minute lesions could be pro- 
duced in this way. 


The ovary. There appear to be five distinct ways in which 
endometrial tissue reaches the ovary, and of these I have observed 
the first four, namely :— 


(1) Implantation of uterine endometrium on the surface of the 
ovary by way of the Falloppian tubes (Cases 9, 10, 16 and 19). See 
figure 33. 

(2) From the uterus by direct extension along the ovarian 
ligament (Cases 4, 6, 21 and 24). 

(3) By changes taking place in the epithelium at the abdominal 
ostium of the tube, whereby it is converted into endometrium which 
invades the ovary (Cases 8 and 11). 

(4) By alteration of capsular epithelium (Cases 12 and 13). 

(5 By developmental errors. This theory, as suggested by 


Russell and Blair Bell, and amplified by the latter, is worthy of 
close attention, for it is extremely suggestive on theoretical grounds, 
and in the pathological investigation one is impressed by the 
number of specimens in which this theory is applicable in every 
aSpect of the case. 

In the case of ovarian endometriomata part of the anlage of 
the Miillerian duct may be included in the ovarian anlage in the 
earliest stages of development of the intermediate cell mass. 


Other situations. Endometriomata may arise in other situations 
in one of four ways :— 

(1) Implantations of endometrium by way of the Falloppian 
tubes. 

(2) Extension, either directly from, or following rupture of, an 
endometriomatous, tarry cyst of the ovary. 

(3) By developmental errors during the formation of the uterine 
ligaments. This is illustrated by Case 25, in which a tumour of 
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endometrial type arose primarily in relation to an inguinal hernial 
sac from the round ligament. There was no evidence of abnormality 
in the pelvis in this case. 

Blair Bell believes that in the case of ‘‘ ligamentary’’ endo- 
metriomata part of the embryonic endometrial lining of the uterus 
may be displaced during the fusion of the Miillerian ducts and be 
drawn out by the round and uterosacral ligaments which are derived 
from the external muscular coats of the Miillerian ducts (uterus). 

(4) By direct extension from the uterus, as in Case 6. Here 
tubules can be traced from the uterus directly into the uterosacral 
ligaments. 

With reference to the implantation theory, I believe that passage 
of endometrial fragments along the Falloppian tubes is most likely 
to occur when tumours of the uterus cause a partial obstruction to 
the normal outflow of menstrual blood. Even when retrograde 
menstruation is present and implants are lodged on the surface of 
the ovary, or when endometrioma arises in other ways, I believe 
that some further factor is present, and that this activates the 
endometrium and endows it with special powers of penetration and 
proliferation. One of these factors is no doubt the effect of the 
internal secretion of the ovary. It is, of course, well known that 
the ovarian secretion influences the state of the endometrium and 
affects menstruation. 

Other factors which play some part in the activation of endo- 
metrial tissue are local inflammatory conditions of the uterus and 
appendages and tumours of the pelvic organs. Also it is highly 
probable that certain other conditions, both local and general, may 
act in the same way, among the latter group abnormalities of the 
hormonopoietic system, resulting in derangement of the internal 
secretions, being worthy of attention, 

It will be clear from what has gone before, that there are many 
different ways in which extrauterine endometriomata may arise. 
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Fig. 1. The uterus and the right tube and ovary 

(Case 6). In the posterior wall of the uterus there is 

a diffuse thickening causing distortion of the cavity. 

This wall proved to be muscle infiltrated with endome- 

trial tissue in all parts. The ovary shows “ tarry ” 
and follicular cysts, and corpora lutea. 


Section of the deep part of the uterine wall. 


Fig. 4. 
(Case 4.) Endometrial tubules with 


lying between the muscle bundles, are present. 
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Fig. 3. The uterus and the left tube and ovary 
(Case 7). The photograph shows a diffuse endome- 
triomyomatous tumour of the posterior wall and fundus 
of the uterus. The left ovary, which has been cut open, 
contains a large tarry cyst of endometrial origin—for 
microscopical appearances see Fig. 4. 
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Endometriomyoma of the uterus. X75. 
Case 7.) A section taken from one of the localized 
tumours in the uterine wall, 


Fig. 8. Implantation on the surface of the ovary 
(Case 12). 


An early stage of invasion. 


Fig. 7. The appendages from Case 18. 
at (b). The remainder of the 


endometrial origin (c, 


Ovarian tissue is visible at points (a, a) and adherent omentum 
tumour consists of haemorrhagic cysts, some follicular, but the majority 
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Fig. 11. Minute hematoma projecting from the 
Fig. 9. Implantation on the surface of the ovary SUtlace of the ovary. (Case 12.) 
(Case 9). Here a later stage of invasion is shown. 


Figs. 10 & roa. Superficial hematomata of the ovary (Case 13). The columnar epithelium, ciliated in parts, 
is shown, and also encircling stroma with haemorrhage. 
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lig. 12. An invagination from the surface of the 

ovary in Case 18 in which the gradual deepening of 

the epithelium could be traced. Xx 25. Fig. 13. A higher power photo of Figure 12 showing 
the character of the epithelium described. x 150. 


Fig. 14. A crypt lined by capsular epithelium which Fig. 19. Section of the wall of a tarry cyst (Case 16). 
is undergoing metaplasia, and with sub-epithelial The actual lining epithelium of the cyst is shown, and, 
hemorrhage. This illustrates one of the ways in which in addition an area containing glandular tissue and 
superficial haematomata may arise. X 300. (Case 13.) stroma. (X §0. 
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Figs. 15 and 16. High and low power photographs are shown of a capsular invagination (Case 12). Fig. 16 
shows a tubule lined by epithelium which is becoming deeper in character. There is, too, evidence of the 
formation of a mantle of stroma around the tubule. 


Figs. 17 and 18. Photos of sections showing the early stage of ovarian invasion. Gland and cyst spaces 
are present with typical stroma. The appearance in Figure 16 is very similar to this but illustrates a still 
carlier stage, 
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Fig. 26. Showing the development of endo- Fig. 27. Endometiium in right ovarian ligament 
metrioma in relation to the fimbriated end of the (Case 24). X 75. 
Fallopian tube . (Case 11.) 
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Fig. 29. The left tube and ovary (Case 8). The 
ovary appears normal, but a mixed solid and cystic 
tumour (a) is shown lying between the abdominal 
ostium of the tube and the outer pole of the ovary— 

Fig. 28. Endometriomatous tumour attached to the this contained endometrium. The abdominal ostium 
ovarian fimbria (Case 8). X 100. and the ovarian fimbria are shown (b). 
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Fig. 30. The right ovary and ovarian ligament 
(Case 24). The ovary contains both endometrial and 
follicular cysts. The photograph also shows heemor- 
rhagic infiltration of the ovarian ligament. 


Fig. 31. Endometrioma of the utero-sacral ligaments 
(Case 6). X 75. 
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Fig. 32. Endometriomyoma of the round ligament 
in the groin (Case 25). X 50. 


Fig. 33. Tumour from peritoneal cavity of rabbit. 
xX 100, 

This specimen affords conclusive evidence of the fact 
that endometrial implantation on the peritoneum is 
possible. The left horn of the uterus of a non-pregnant 
rabbit was removed in the course of some experimental 
work, and it was noticed that the pelvis and broad 
ligaments were absolutely normal. Sixty-five days 
later the abdomen was again opened, and a small solid 
nodule was observed on the left broad ligament situated 
2cms. from the stump of the horn. As this nodule was 
unconnected with the cut end, and consisted of endo- 
metrium resembling that of the uterus of the rabbit, 
the specimen confirms the work of Sampson and 
Petersen, to which reference has already been made. 
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Fig. 2. Mature Corpus LuTEuM, 22nd day. X 32 
The lutein cells give the old gold colour with van Gieson’s stain and 
ave mature. The smaller theca interna cells can be seen at the periphery. 
The convulutions are separated by connective tissue septa. There is no 
blood in the cavity. 


Ber 
: 
: \ 


The Fate of the Graafian Follicle in the Human Ovary. 


By WILFRED Suaw, M.A., M.B., B.Ch. (Cantab), F.R.C.S. (Eng.), 


Chief Assistant, Gynecological Department, St. Bartholomew's 
Hospital. 


THE foetal ovary at term is studded with primordial Graafian 
follicles, and as the ovarian stroma is ill-developed at this phase 
the primordial follicles constitute the main bulk of the ovarian 
cortex. Their number has been estimated by Marshall to be 
100,000 while Stevens gives the figure 10,000. Up to the present 
time a fair amount of attention has been paid to those follicles 
which rupture and shed their ova, but such follicles represent only 
a small proportion of the total number of follicles present at birth, 
and very little work has been done to determine the fate of the 
other follicles. There is reason to believe that usually only a 
single follicle ruptures each month during the child-bearing period, 
yet there is no evidence to show that ovulation occurs before 
puberty, and after the menopause Graafian follicles have 
disappeared. If the child-bearing period is considered as the 
36 years between the ages of 14 and 50, it follows that approxi- 
mately only 500 follicles can be accounted for by the processes of 
ovulation and corpus luteum formation, and that the vast majority 
of the primordial ova present at birth have some other fate. 
An example is here afforded of what Starling describes as the 
prodigality of nature in the perpetuation of the type, for the 
young female starts life with an ample reserve of sexual cells. 

It is the purpose of this paper to describe the results of 
investigations on young and degenerating corpora lutea, and to 
give an account of the atretic processes occurring in follicles 
which do rot rupture. It appeared important that a description 
of these normal changes should be given, for variations occur in 
pathological conditions of the generative organs which cannot be 
_ distinguished unless the normal histology is known. 

The material used was that employed in my work on the 
estimation of the date of ovulation, and on the relation of the 
corpus luteum to the premenstrual changes of the endometrium.! 
The ovaries were obtained from patients who were operated upon 
for various pelvic conditions. They were fixed in neutralized 
formalin and subjected to a complete histological examination. In 
this way an excellent opportunity was afforded of investigating 
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the varieties of atretic processes occurring in degenerate Graafian 
follicles, 


DEVELOPMENT OF THE GRAAFIAN FOLLICLE. 

The ovary is derived from the genital ridge of the intermediate 
cell mass. According to Beard, the primordial ova are found at a 
very early stage of development of the embryo, and migrate to the 
genital ridge. The neighbouring coelomic cells—Keith’s meso- 
thelial cells—together with the primordial ova, constitute the 
germinal epithelium. Waldeyer? showed that by the upward 
growth of the mesoblastic tissue beneath this layer columns of 
cells derived from the germinal ‘epithelium and containing 
primordial ova were produced. At a later stage these columns 
become separated from the germinal epithelium, and in this way 
the primordial ova, together with the surrounding mesothelial 
cells, which subsequently became differentiated to form the 
granulosa layer, attain their position in the ovarian cortex. 

About the 36th week of intrauterine life the process of 
follicularization is first seen. A cavity containing clear translucent 
fluid—the liquor folliculi—appears in the granulosa layer, which 
partly separates the ovum from the wall of the follicle, although 
at one spot the ovum is attached to the peripheral ring of granulosa 
cells by a stalk, the discus proligerus, and is itself encircled by 
a layer of granulosa cells. At the same time two layers of stroma 
cells become differentiated to enclose the follicle—an inner layer 
of swollen cells, the theca interna or tunica propria, and an outer 
layer of stroma cells and vessels, the theca externa or tunica fibrosa. - 
The structure formed in this way is a Graafian follicle. 

Before puberty, although a minor degree of follicular ripening 
frequently occurs, no ovum is shed and no corpus luteum is 
produced. The majority of follicles formed before puberty 
undergo atresia, but a state of dynamic equilibrium exists and 
other primordial follicles mature and replace them. There is no 
evidence to show that a further development occurs, and no ovum 
is shed, until puberty is reached. 


DEVELOPMENT OF THE Corpus LUTEUM. 

It is important to realize that the process of ripening occurs 
before rupture of the follicle and ovulation ensue. The features 
of this process of ripening can be seen in specimens of ovaries 
obtained in the postmenstrual phase, for at that time several, 
usually as many as eight or ten ripening follicles can be found. 
The size of the follicle increases through the distension of the 
cavity with liquor folliculi, and the granulosa cells proliferate and 
hypertrophy. The most marked change is seen in the cells of the 
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theca interna layer. Extreme hyperemia occurs, and the theca 
interna cells increase in bulk and in number. They assume a 
brown colour, and their protoplasm becomes granular. The whole 
follicle approaches the surface of the ovary. Strassmann* has 
indicated how this mechanism is brought about. The zone of 
theca interna cells on the side of the ovarian cortex proliferates 
eccentrically towards the surface, burrowing into the ovarian 
stroma and determining the direction in which growth of the 
ripening follicle takes place. 

Further, the site of the attachment of the ovum to the 
granulosa layer by means of the discus proligerus changes. While 
in the early stages of ripening the cumulus is directed towards the 
ovarian medulla, at the end of this stage the cumulus has rotated 
to lie against the cortex. 

After ovulation has occurred the follicle is converted into a 
corpus luteum. I have had the good fortune to obtain three 
specimens of very early corpora lutea, and as such specimens are 
rare and of great importance in determining the origin of the 
lutein cells a short acount will be given of the development of the 
corpus luteum. 

The problem of the origin of the lutein cells of the human 
corpus luteum cannot be investigated with the precision necessary 
for most scientific determinations, for material is always very 
limited and extremely difficult to obtain. Theoretically, the 
problem can only be solved with mathematical accuracy by the 
study of a large series of specimens of known dates, and this ideal 
is not likely to be attained. It follows that at the present time 
most of the evidence is indirect. Two views hold the field, that 
put forward by von Baer, who attributed the origin of the lutein 
cells to the theca interna cells, and that of Bischoff, who considered 
the granulosa cells to be responsible. It will probably be admitted 
by all, that a great deal of the work of the early investigators was 
incomplete, for their specimens were not accurately dated. Further, 
a great deal of confusion existed between the atretic follicle and the 
young corpus luteum. At the present time the problem must be 
considered from a very broad aspect, taking into consideration 
work done in a variety of different fields. 

(1) Comparative morphology. It has been shown that in the 
rabbit ovulation takes place about nine hours after coitus. In 
this way, as the time of ovulation is known, a progressive series 
of specimens of early corpora lutea can be obtained if animals 
are killed at suitable intervals after coitus, and consequently the 
mode of develooment of the corpus luteum can be followed. For 
animal work this technique is the only one capable of accuracy. 
It was first employed by Sobotta,4 who showed that in the mouse 
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the large lutein cells of the corpus luteum were derived from the 
granulosa layer. Marshall,> following a similar technique, con- 
firmed this view for the sheep. 

(2) Fate of the theca interna layer in the development of the 
corpus luteum. Van der Stricht,’ working with the ovary of the 
bat, pointed out that in the corpus luteum, in addition to the large 
lutein cells, another seties of cells can be seen. These cells are 
found mainly at the periphery, are smaller in size than the large 
lutein cells and have different staining properties. Van der Stricht 
succeeded in demonstrating these cells in the human corpus luteum, 
and his observations were confirmed by Biihler, Seitz and others. 
The term para-lutein cells has been applied to them by Pinto and 
American authors. At the present time I have examined some 
50 specimens of early or recently retrogressive human corpora 
lutea, and I have never failed to find this peripheral layer of cells. 
It seems clear that in the developed corpus luteum two layers of 
cells are represented, for there is no reason to believe that the 
para-lutein cells are young forms of the large lutein cells. This 
would indicate that two of the layers of the ripening Graafian 
follicle take part in the formation of the corpus luteum, and as 
no change is seen in the theca externa, the probability suggests 
itself that the large lutein cells are derived from the inner granulosa 
layer, while the smaller peripheral ring of para-lutein cells develope 
from the cells of the theca interna. 

(3) Specific staining methods. It was suggested by Miller,’ 
that as van Gieson’s stain possesses the property of staining 
epithelial cells yellow and connective-tissue cells red, and as the 
lutein cells of the corpus luteum assume a yellow colour with 
van Gieson’s stain, the large lutein cells were probably epithelial 
in origin, and consequently arise from the granulosa layer of the 
follicle. 

Differentiation can be obtained between the para-+lutein arid 
large lutein cells by appropriate staining methods. For example, 
it has been shown, by Solomons and Gatenby® and others, that 
after osmium tetroxide staining the two types of cell can be readily 
distinguished. It is not necessary to employ osmium tetroxide 
for Scharlach R, Sudan III, and Nile blue sulphate also bring 
out this differentiation, for at any phase of the menstrual cycle 
the cells of the two lavers vary in their fat content. With pataffin 
imbedded sections, although with a little experience the cells can be 
distinguished fairly easily with the usual stains, Twort’s® neutral 
red-light green method brings out the distinction very beatitifully. 
It is probable that the para-lutein and lutein cells are morpho- 
logically distinct, for this difference in their staining properties 
would be difficult to explain in any other way. 
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(4) Fhe character of early human forms, The three specimens 
of very early corpora lutea that I have obtained display the early 
changes which oceur in the formation of the corpus luteum, In 
the main the processes which take place in the ripening follicle 
continue. The extreme hyperemia of the theca interna layer 
becomes better marked; capillary tufts project towards the 
granulosa layers, and afterwards assist in the production of 
the conyelytions of the corpus luteum, Very little hypertrophy 
of the theca interna cells occurs, beyond the stage they have 
reached in the ripening follicle, and in very early forms of the 
corpus luteum a faint lipeid réaction can be demonstrated in these 
cells. A capillary network becomes well-developed between the 
granulosa and theca interna layers which serves to produce a sharp 
differentiation between them. The greatest change is seen in the 
cells of the granulosa layer. Extreme hypertrophy takes place, 
and the cells soon attain a great size (Fig. 1). As the theca interna 
and the surrounding ovarian stroma present a dense unyielding 
periphery the development is centripetal, and results in the appear- 
ance of convolutions, This distortion is aided by the capillary tufts 
already mentioned, which arise from the theca interna, and which 
serve to vascularize the lutein layer. The form of these young 
specimens indicates that the granulosa cells give rise to the large 
lutein cells of the corpus luteum. 

Proliferation of the corpus luteum continues until the 19th day 
of the menstrual cycle, i.e. 19 days after the beginning of the last 
menstrual period, and in five specimens of proliferating corpora 
lutea corgesponding to the phase between the 16th and 19th days 
which | have now obtained the theca interna and granulosa-lutein 
cells can be distinguished. In the mature corpus luteum the theca 
interna cells can be identified as the para-lutein cells. They are 
found at the periphery, and enter into the septa between the 
comvolutions (Fig. 2). Usually they are well differentiated from 
the large lutein cells, and [| have never found them scattered 
amengst the large cells of the lutein layer. kn the human corpus 
luteum they form a small almost negligible portion of the bulk of 
the corpus luteum. The histological form of the mature corpus 
luteum indicates. that the main proportion of the internal secretion 
produced by the corpus luteum is derived from the large lutein 
cells. Moreover, in the mature corpus luteum of the late stage 
of the menstrual cycle, fatty acids can be found in the theca interna 
cells, The comparison of the forms of young and mature corpora 
lutea, therefore, shows that the main part of the corpus luteum 
is derived from the granulosa layer, and that but a negligible 
portion obtains its origin from the theca imterna layer. 
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D&GENERATION OF THE CORPUS LUTEUM OF MENSTRUATION, 
Degeneration of the corpus luteum of menstruation is seen on 
the day prior to the menstrual discharge. Organization accom- 
panies this degeneration, and the two processes advance until the 
corpus luteum has been replaced by a structureless hyaline body, 
the corpus albicans. Organization occurs rapidly in the first 
ten days, but slows down afterwards, and it is not until several 
months have elapsed that complete replacement by hyaline tissue 
has occurred. The early signs of degeneration are as follows: 
Fatty acids are seen in the cells of the theca interna layer, and 
in the large lutein cells neutral fat now appears, and with paraffin 
imbedded sections the lutein cells are vacuolated and have lost the 
characteristic old-gold colour with van Gieson’s stain. Most 
important of all, however, is the deposit of hyaline tissue between 
the cells of the lutein layer. This tissue is well brought out 
either with Mallory’s or van Gieson’s stain, and represents the 
most certain of the signs of organization of the corpus luteum. 
It is doubtful whether its origin is from the fibro-blasts which 
invade the corpus luteum from the periphery, for it is difficult 
to trace any connexion between these fibro-blasts and the hyaline 
tissue. It is possible that it is deposited from the capillary net- 
work of the lutein layer. 

Within the cavity of the corpus luteum, adjacent to the lutein 
cells a lamina of hyaline tissue is deposited. This hyaline tissue 
differs from fibrous tissue in that it is not fibrillar but homogeneous 
and not nucleated (Fig. 3). . 

During the stage of retrogression it is common to find blood 
in the cavity of the corpus luteum. It is rare to find hemorrhage 
in the cavity of the young corpus luteum, and there seems to be 
no doubt that the old view, that bleeding occurs into the cavity 
as the result of rupture of the follicle, is erroneous. On the other 
hand, hemorrhage can be seen in the cavity of young corpora 
lutea in certain hyperemic conditions of the ovary such as 
odphoritis, so that the presence of blood in the cavity is no evidence 
of degeneration, although it occurs most typically after retrogression 
has commenced. 

The next point to consider is the colour of the corpus luteum. 
The mature corpus luteum before menstruation has started is 
grey. It is not until degeneration has begun and until fat appears 
in the corpus luteum that the vivid yellow colour appears. Unless 
this fact is appreciated the most yellow corpus luteum may be 
mistaken for the most recent corpus luteum present in the ovaries. 
The yellow colour is almost certainly produced by the fat contained 
in the lutein cells in their state of retrogression. 

The degenerative changes described above continue. More 
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hyaline tissue is deposited within the cavity and between the cells 
of the lutein layer. The lutein cells are compressed by the hyaline 
tissue, and undergo atrophy. More fat appears in them, with the 
result that with paraffin imbedded preparations the cells are 
completely translucent. The wavy convoluted form persists, but 
the bulk of the corpus luteum diminishes. The outer border of the 
lutein layer tends to be irregular at this stage, and the fattily 
degenerate lutein cells radiate among the neighbouring cells of the 
Ovarian stroma. 

In this way the corpus luteum is converted into a hyaline body 
with a convoluted outline. The cavity persists, but is greatly 
reduced in size, and contains a few strands of fibrous tissue. The 
lutein layer is replaced by a thick tortuous ring of hyaline tissue. 
The structure produced in this way is the corpus albicans. It 
differs from other atretic structures, to be described later, through 
the thickness of the hyaline layer and the persistence of the cavity 
(Fig. 4). 

The period that elapses between the onset of degeneration of a 
corpus luteum and the formation of a fully-organized corpus 
albicans is capable of an approximate. estimate in this way. 
With the technique I followed in determining the date of ovulation’ 
it was possible to calculate the number of old degenerating corpora 
lutea in the two ovaries of the cases investigated. If it is assumed 
that only one follicle ruptures each month, it follows that the 
total number of degenerating corpora lutea present in the two 
ovaries will give the number of months required for a corpus 
luteum to become converted into a corpus albicans. I calculated 
that on an average seven to ten months elapse before organization 
is complete. Incidentally this technique enabled an estimation to 
be made of the division of corpora lutea between the two ovaries. 
On an average it appeared that the distribution was even, and that 
usually ovulation occurred alternately from the two ovaries. This 
rhythm was not invariably regular, not more so than could be 
accounted for by the law of chance. Recently Riihl,° working 
in Aschoff’s laboratory with a similar eae has_ obtained 
approximately the same results. 

There are two other points about the retrogressive corpus luteum 


that require mention. The first is the not infrequent presence of | 


pigmented cells in the cavities of corpora albicantia. They are seen 
most frequently in hyperemic ovaries and are easily recognized 
by their brown colour. They probably represent connective tissue 
cells engorged with pigment derived from the blood which was 
extravasated into the cavity of the corpus luteum from which the 
corpus albicans was derived. 

The second point is the persistence of large fattily degenerate 
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cells at the periphery of fully-developed corpora albicantia. These 
cells contain fatty acids, and tend to penetrate among the cells 


of the ovarian stroma. It is possible that they represent old para- 
lutein cells (Fig. 4). 


DEGENERATE FORMS OF FOLLICLES WHICH HAVE NOT UNDERGONE 
RUPTURE. 

It has been pointed out above that in the post-menstrual phase 
several—usually as many as eight or ten—ripening follicles can 
be demonstrated in the two ovaries. It is the general rule that 
only one of these ruptures and sheds its ovum. Exceptionally 
more than one may rupture, and then corresponding corpora lutea 
are found. My own figures are small, but | have met with the 
condition in three cases out of some 50 that I have examined. 
This point confirms the views usually expressed as regards the 
etiology of binovular twins. 

The ripening follicles which do not rupture undergo atresia. 
There is a certain amount of evidence to show that the rupture of 
a ripening follicle is inhibited by a young or mature corpus luteum. 
For example, Seitz" showed that during pregnancy, although 
follicle ripening occurs, ovulation does not ensue, and that the 
ripening follicles become atretic. Again, it has been shown by 
Pearl and Surface’? on fowls, and iater by Hermann and Stein® on 
rabbits and rats, that ovulation is inhibited by injection of corpus 
luteum extracts. Consequently it appears probable that the corpus 
luteum produced from the first follicle to rupture inhibits further 
ovulation, and the remaining ripening follicles undergo atresia. 
If two follicles rupture simultaneously, two corpora lutea are 
formed, and if the two ova are fertilized binovular twins result. 

Up to the present time very little attention has been paid to the 
phenomenon of follicular atresia. It is a subject of very great 
complexity, and, although it has not such theoretical interest as 
the production of the corpus luteum, it is important from the aspect 
of the origin of the interstitial cells of the ovary. In the atretic 
processes ensuing upon follicular ripening the following changes 
can be seen: The proliferation and hypertrophy of the theca 
interna cells continue and the cells assume the brown colour of 
lutein cells. The proliferation of the cells of this layer is radial 
and eccentric, and the cells become scattered among the neighbour- 
ing Ovarian stroma cells. In certain conditions, particularly in 
pregnancy as indicated by Seitz" and in cases of uterine fibro- 
myomata as pointed out by Cohn,'* this hypertrophy may attain a 
very considerable degree. On the other hand, the vascularity of 
this layer steadily diminishes, and fat can be recognized in the 
theca interna cells at a very early stage of the process of atresia. 
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Fig. 4. Corpus ALBICANS. X 60 
The corpus luteum has been replaced by a thick shell of hyaline tissue 
which retains the general form of the original corpus luteum. A few 
translucent lutein cells are seen at the periphery. 
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completely disappeared. 


The theca interna cells 


between the theca interna and granulosa layers. 
are large and have a radial arrangement. 


2 
: 


: 


SIE 


Fig. 6. Corpus AtrericuM. X 100 
The granulosa cells have disappeared and the hyaline tissue has increased 
in thickness. A few theca interna cells still persist at the periphery. The 
convoluted form is well shown. 


Fig. 7. Corpus CANDICANS. X 40 
Collapse of the corpus atreticum has occurred. The structure resulting 
consists of thin bands of hyaline tissue matted together in an irregular 
manner. The hyaline bands are thinner than in the case of a corpus 
albicans. No cavity is seen, 
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Fig. 8. Corpus Frsrosum. x 100 
In this case the cavity of the original atretic follicle has been obliterated 
by the inward growth of the hyaline lamina. The result is the production 
of a solid hyaline body. 
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Fig. 9. Corpus RESTIFORME. X 100 
The corpus restiforme consists of a thin wavy hyaline body. Its small 
dimensions can be estimated by comparison with neighbouring arterioles 
of the ovarian stroma. 
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The granulosa celis undergo degeneration, fatty acids soon appear 
in their protoplasm, the cells shrink and at a later stage disappear. 
The most important feature of all the changes of atresia is the 
appearance of a lamina of hyaline tissue between the theca interna 
and granular layers—the so-calied glass membrane. It is readily 
recognized after staining with Mallory’s or van Gieson’s stains, 
even in the early stages of the atretic process, and as atresia 
develops it increases in thickness. At this stage the follicle is best 
termed an alretic follicle, for, although degenerating, the general 
form of the Graafian follicle is retained (Fig. 5). It must be 
differentiated from a young corpus luteum first, through the 
degeneration of its granulosa cells; secondly, by the appearance of 
the glass membrane; and, thirdly, by the centrifugal proliferation 
of the theca interna cells. At a later stage of atresia the ovum 
and the granulosa cells have disappeared, the liquor folliculi has 
been absorbed and the cavity of the follicle filled with a few 
connective-tissue cells. The structure now remaining consists of 
the hyaline ring surrounded by a layer of fattily degenerate theca 
interna cells which have a characteristic radial arrangement. The 
structure is commonly found in adult ovaries, and is best termed a 
Corpus Atreticum (Fig. 6). ae 

As this structure has the form of an empty spherical shell, and 
is surrounded by dense ovarian stroma, it is unstable, so that it 
collapses and the opposite surfaces of the hyaline lamina come into 
apposition. Because of the original spherical shape, distortion 
occurs in the process of collapse, so that eventually an irregular 
hyaline body with wavy bands of hyaline tissue separated from 
each other by a few connective-tissue cells results. This structure, 
which is termed a Corpus Candicans (Fig. 7), is distinguished from 
a corpus albicans by the thinness of the hyaline bands of which 
it is composed, and through the absence of a central cavity. Now, 
as the size of the original atretic follicle varies so there is a 
variation in the size of the corpora candicantia in the ovaries. 
Some may equal the size of corpora albicantia, while others are 
small. Again, as in the corpus albicans, there is a tendency for 
fattily degenerate theca interna cells to persist at the periphery 
and to radiate amongst the ovarian stroma. 

This usual method of atresia is sometimes modified. In certain 
cases collapse of the follicle does not occur. In these. cases—they are 
seen in the ovaries of patients suffering from adnexal inflamma- 
tion and uterine fibromyomata—the main features of atresia, 
i.e. proliferation of the theca interna cells, atrophy of the granulosa 
layer and formation of the glass membrane, although present, are 
overshadowed by the irregularity of the development of the glass 
membrane. Usually in corpora atretica the inner edge of the 
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hyaline lamina is regular, but in the cases now referred to the 
hyaline tissue invades the cavity of the atretic follicle irregularly, 
so that the cavity becomes filled with hyaline tissue derived from 
the glass membrane. This structure is solid, and does not collapse, 
and has the form of an irregularly ovoid solid body with its centre 
formed of hyaline tissue, interspersed with a few nucleated 
connective-tissue cells. This atretic form of Graafian follicle was 
described originally by Seitz and termed Corpus Fibrosum (Fig. 8). 
It is found only rarely, but there is no reason to believe that it 
represents a pathological variety of the atretic process. 

The last type of the hyaline bodies derived from the Graafian 
follicle is the Corpus Restiforme (Fig. 9). This structure is found 
more frequently than any of the other degenerate forms of the 
Graafian follicle. It is much smaller than any of the types 
described above, and is derived from small follicles and even from 
primordial follicles by a similar atretic process to that responsible 
for the formation of a corpus candicans. A thin layer of hyaline 
tissue is deposited between the theca interna and granulosa layers 
and autolysis of the ovum and granulosa cells follows. Later the 
theca interna cells disappear, and a thin wavy strand of hyaline 
tissue finally remains. Corpora restiformia are most numerous 
in the cortex of the ovary, but are also found in its medulla. 
They are described separately from corpora candicantia because of 
their smaller size, and because they may arise from primordial 
follicles. Again, only a single or double layer of hyaline tissue is 
present, the complicated form of the corpus candicans is never seen, 
Corpora restiformia arise most frequently during childhood ; only 
rarely can their formation be followed in specimens menenieg from 
patients after puberty. 

This array of degenerate forms of the Graafian follicle may 
appear formidable, but each class has its own characteristics, and 
should, therefore, be considered separately. The nomenclature has 
been obtained from Aschoff’s text-book, for the individual types 
have long been recognized, although I am not acquainted with any 
accurate account of the process of follicular atresia. 

It will be seen that in each type the atretic body is produced 
in a similar way, with the apparent exception of the corpus albicans. 
In this case the granulosa layer, instead of degenerating first, 
proliferates to form the corpus luteum. Hyaline tissue, instead of 
being deposited between the granulosa and theca interna layers, is 
found between the cells of the lutein layer—also in the cavity of the 
corpus luteum—and gradually replaces the lutein cells, which 
eventually disappear. The difference between the atretic processes 
in the atretic follicle and degenerating corpus luteum, therefore, 
resolves itself into the additional mechanism whereby the previously 
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hypertrophied granulosa layer in the latter is replaced by hyaline 
tissue. 


CONCLUSIONS. 

1. Only a small percentage of the Graafian follicles found in 
the ovary at birth undergo ovulation. The majority become 
atretic. 

2. The large lutein cells of the corpus luteum are derived from 
the granulosa layer of the follicles. The para-lutein cells develope 
from the theca interna layer. 

- 3. About eight months elapse for a corpus luteum to become 
converted into a corpus albicans, 

4. Numerous forms of atretic structures are derived from the 
Graafian follicle: they are, the corpus atreticum, the corpus 
candicans, the corpus fibrosum, and the corpus restiforme. 
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Fibromyomata of the Uterus: a series of 252 cases treated 
either by Surgical Operation or Intensive X-ray Therapy. 


By L. Martinpate, M.D., B.S.(Lond.), 
Surgeon, New Sussex Hospital, Brighton. 


In reviewing my cases of fibroid tumours of the uterus, I have 
been actuated by a desire to examine my work and judge of its 
worth by the results obtained, not only in the alleviation of 
symptoms, but also in securing the general well-being of the 
patients; that is to say, by the ultimate result whether it be in a 
greater capacity for work, or the bearing of children, or in the 
fuller enjoyment of life. 

I have accordingly sent round every few years a questionnaire— 
and in the case of those patients treated by X-ray therapy I have 
kept in touch with all except 3 per cent. Some of these patients 
underwent treatment 12 years ago. 

A large number of my cases of fibroid uterus caused no 
symptoms and were left untreated, but in 252 cases the patients were 
suffering from symptoms which were causing definite ill-health or 
suggesting a possibly malignant condition, and these | have treated 
either by X-ray therapy after a diagnostic curettage or by hysterec- 
tomy or myomectomy. 

Since 1913 I have treated a large percentage of cases of fibro- 
myomata of the uterus, climacteric hemorrhage, carcinomata of the 
uterus or ovaries by intensive X-ray therapy. But from the first 
I have used it only as one method of treatment. In some 56 per 
cent, of the cases of fibromyomata a subtotal or total hysterectomy 
or abdominal or vaginal myomectomy was performed. Cases of 
operable carcinoma of the body and neck of the uterus were treated 
by X-rays after operation. Inoperable cases, without cachexia, were 
treated by deep X-ray therapy, or radium, or both. 


To avoid any financial bias, I charged the same fee for X-ray 
treatment as I did for hysterectomy. 


CHOICE OF TREATMENT FOR FIBROMYOMATA OF THE UTERUS. 

This depended on :— 

1. The physical signs and symptoms and actual diagnosis of 
the case. 
2. The general condition of the patient. 

1. The physical signs and symptoms. In cases in which the 
size of the tumour did not exceed that of a four or five months’ 
pregnancy, in which the fibroid was interstitial, and menorrhagia 
the prominent symptom, and in which no degeneration of the 
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tumour was suspected, nor complication, such as disease of any 
other pelvic organ, X-ray therapy was used. 

Those cases in which the fibroid was pedunculated, submucous, 
or as large or larger than a six months’ pregnancy, were treated by 
operation, also those cases in which there was a possibility of a 
malignant condition. The reduction in the size of the fibroid caused 
by X-ray therapy is too slow if the patient has to be relieved quickly, 

2. The general condition of the patient. If the patient was 
suffering from a serious form of heart disease (such as cases 6. 
11, 62, Series I), or Graves’ disease (such as cases 50 and 84), or 
any disease contra-indicating operation, or if it appeared that the 
fear of operation in any particular patient was likely to increase 
the amount of shock (e.g. case 85), X-ray therapy was used, even 
though the size of the tumour exceeded that of a six months’ 
pregnancy. 

Social conditions. In a large proportion of the cases the 
patients were headmistresses, doctors or nurses, who preferred 
a treatment which did not interfere with their regular work ; but in 
such cases, if the diagnosis was uncertain, operative treatment was 
carried out. 

The 252 cases can be divided into two groups :— 

A. CASES TREATED BY INTENSIVE X-RAY THERAPY= III. 

By old method = 
By new method _... = 
B. CASES TREATED BY OPERATION = 14]. 
By subtotal or total hysteréctomy 
By abdominal myomectomy ... 
By vaginal myoméctomy 
A. THE CASES TREATED BY INTENSIVE X-RAY THERAPY. 

From 1914 to 1931 the Freiburg technique of that time was 
followed, using 20 to 22 ports of entry every three weeks, and 
giving one or two treatments after the cessation of the menstrual 
periods. The dosage was measured by Kienboeck strips. 

From 1g22 onwards a modification of the Erlangen technique 
was used. I now work with an apparatus on the double coil 
principle, giving a voltage through the tube of 156,000, and, there- 
fore capable of generating an extremely hard, penetrating radiation, 
which, when filtered, is practically homogeneous. The X-ray room 
is well lighted, large (26 x 24 ft.) and airy, and I work from an ante- 
room protected by 5 mm. thick lead screening. By means of a 
specially-constructed fan ventilator the air of the room is always 
fresh, and much of the Roentgen sickness complained of by some 
radiologists and their patients is, therefore, avoided. 

The chief characteristic of the new technique is precision of 
dosage. This involves: 
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1. Knowledge of the exact biological unit skin dose of every 

tube under given standard conditions, 

2. Knowledge of the percentage depth dose of every X-ray tube 
employed under the same standard conditions, 

3. Knowledge (and this also is only gained by exact experimen- 
tation) of the best filtering for each tube so as to obtain the highest 
point of homogeneity possible, since it is only with this exact 
knowledge that one can work with such large doses with any 
degree of safety. 

I work with 5,200 interruptions in my gas break, with an 
ampérage of 6 to 7 ampéres, and a steady 2 milliampéres through 
the Coolidge or boiling water tube. It is better to check the 
number of interruptions in the break every two or three weeks; 
indeed, at least every time the break is cleaned. 

1. The unit skin dose is that dose which gives on the eighth 
day a just discernible erythema of the skin, and on the 28th day 
a slight pigmentation. It is 10 per cent. less than what in 
England is called an erythema dose. Having ascertained it for a 
given X-ray tube first by experiment on the human skin (preferably 
of the abdomen, as the skin on various parts of the body differs), 
all other tubes can be standardized from this one by means of an 
ionto-quantimeter. 

2. The percentage depth dose. To ascertain what this is at a 
depth of, say, tocm. in the human body, a wooden box containing 
either water, a composition jelly, or mashed placenta, is placed 
in between the X-ray tube and the ionization chamber. For 
instance, if the electroscope of the ionto-quantimeter takes 14.6 
seconds to discharge on the surface and 45 seconds at a depth of 
1ocm., the depth dose is oie x coefficient of dispersion 
(051), or 16.54 per cent. By means of Voltz’s tables the depth 
dose can be estimated for every case, for this varies not only with 
the focal distance of the tube from the skin, being greater the 
greater the distance, but also with the size of the field or port of 
entry. 

3. The highest homogeneity point is also ascertained by means 
of mathematical calculation and the use of the ionto-quantimeter. 
In the Coolidge tubes used for a large proportion of the cases 
the highest homogeneity point—that is to say, the best filtration © 
to use—is 16mm. aluminium. Therefore, for convenience 0.5 zinc” 
(=11 aluminium)+4 aluminium is used. With one Coolidge tube, 
however, 0.8 Cu.+ 2 aluminium is used, for carcinomata, 
as this gives a better depth dose. 

Sensibility tables. Seitz and Wintz maintain that 110 per cent. 
of the unit skin dose is necessary to destroy carcinoma cells, 80 per 
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cent. sarcoma, and 50 per cent. tuberculous growths; whereas it 
requires 135 per cent. to destroy intestines and bladder, 180 per 
cent. to cause degenerative changes in the muscles, and 35 per cent. 
to destroy the Graafian follicles of the ovary. (The interstitial cells 
of the ovary are said to be unaffected by this dose.) All the cases 
of fibromyomata of the uterus and climacteric hamorrhage 
reported were treated with from 30 to 50 per cent. of the unit skin 
dose at a depth of 1ocm., depending upon the individual case. 

In Freiburg and in Wiirtzburg the flexible cable end of an 
ionto-quantimeter is placed either in the vagina or rectum, so 
measuring the number of readings until the necessary dose is 
reached. A still more accurate method is to measure the depth dose 
in one’s X-ray room, and then work under precisely the same 
conditions; that is, the same amperage, voltage, milliamperage, 
heating current, number of revolutions of the break, time of dose, 
and the same focal distance and filtering. 

TECHNIQUE OF APPLICATION. The usual medical examination 
having been made (weight measured, urine tested, blood count), 
and, if necessary, a diagnostic curetting performed, the technique 
employed is as follows :—The patient is prepared as for abdominal 
operation, because the contents in the intestines or bladder may 
cause secondary radiation, which again may cause injury to the 
intestinal and bladder mucous membrane. As she lies on the 
couch the circumference of her abdomen and the distance between 
the anterior superior iliac spines, iliac crests and Baudelocque 
diameter is measured. If the Baudelocque measurement is less 
than 20cm. the ovaries lie at a depth of not more than 1ocm. 
from the skin. If more than 20cm. the ovary will be a little 
more than 10cm., and consequently an extra field will be necessary. 
In cases of small fibroids or of climacteric haemorrhage each ovary 
is treated with 35 per cent. of a unit skin dose, using an anatomical 
applicator. Therefore, with a 156,000 voltage, 6—7 amperage 
and with’ a 2 milliamperage in the secondary current, and a 
Coolidge tube at a focal distance of 23 cm., a 32 minute unit skin 
dose, and a 17.5 per cent. depth dose, 32 minutes anteriorly and 
posteriorly to each ovary, are given to get a 35 per cent. dose. 
This means a treatment of about two and a half hours. In 
women under 30 years, a 40 per cent. dose is required. To get 
this it will be sufficient to give an extra field at the side of the 
others, or to give one large field, 20x15cm., anteriorly and 
posteriorly, at a longer focal distance. In the latter case Voltz’s 
tables must be used to calculate the time and the percentage 
depth dose. This large field technique is necessary in all cases of 
fibroid tumours bigger than a four months’ pregnant uterus. 
In some cases a focal distance of 50cm. and a correspondingly 
long application have been taken. 
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To prevent any skin trouble following radiation the patient 
should avoid any trauma (such as excessive heat or cold, tight bands 
or corsets) and should use an emollient cream (cf. cera alb. 3i, 
cetaceum 3i, ol. olive 3ix, aq. distill, Siiis) for at least a week after 
the treatment, avoiding baths during that time. 


EFFECTS OF TREATMENT. 

1. Immediate effects. In the majority of patients, beyond the 
fact that the treatment is rather long and monotonous, there are no 
unpleasant effects. In a certain small proportion of cases there is 
some Roentgen sickness, but this depends upon the technique 
employed and the length of the individual treatment. 

In those cases treated by the old method 10 per cent. suffered 
from Roentgen sickness, and these only in the later treatments. 

In those cases treated by the new method the sickness came 
on towards the end of the treatment or, more often, some hours 
after. By the next morning the patient had quite recovered, 
and could take food as usual. Good ventilation in the X-ray room 
and proper preparation beforehand are the best means of preven- 
tion,.as is also the use of X-ray tubes having the shortest unit 
skin dose possible. In Erlangen, Frankfurt, Dresden, Wiirtzburg 
and Berlin, in which cities I have recently seen the most modern 
installations, I find that with the rapid unit skin dose 
obtained (in some cases eight or nine minutes) the incidence of 
Roentgen sickness on the table has been reduced still further. 

In a good many of the cases systematic blood counts have 
been made. There is a marked leucopenia three and a half hours 
after treatment, gradually lessening, until at the end of 42 hours 
it is within 2,000 of the normal, and at the end of three days 
the blood is again normal. 

2. Later results. 


(1) Cessation of menstrual periods in patients over 40, with 
resulting climacteric symptoms due to an artificially 
produced menopause. 

(2) Reduction in the size of the tumour. 

(1) Cessation of menstrual periods : 

A. In those cases in which the old technique was used the 
average number of X-ray treatments given before cessation was 
four. These were given once in every three weeks, but one or two: 
treatments were given in addition after the menstrual periods had 
ceased. The duration of the total treatment, therefore, was about 
three months. 

With the newer technique one treatment only is sufficient in 
the great majority of cases, only 14 per cent. in my experience 
requiring a second treatment. 
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B. With small fields (6x8cm.), using anatomical applicator, 
at F.D. 23 and dose 33—36 per cent., average number 1.5, 

C. With large fields (15 x 20cm.) at F.D. 4o—50 and dose 
42—59 per cent., average number 1.05. 


As a rule there are either one or two menstrual periods before 
cessation. If radiation is performed in the first half of the inter- 
menstruum there is in 95 per cent. of cases no further menstruation 
or only one menstruation following the treatment; in 5 per cent. of 
cases two or three menstrual periods. When the radiation is 
performed in the second half of the inter-menstruum two or three 
menstrual periods follow before cessation of the periods. This is 
probably owing to the greater susceptibility of the young ovule 
to the rays, in which case there is no follicle formation, no corpus 
luteum, and therefore no menstrual period.* 


Temporary amenorrhea and sterility. In the foreign literature 
the term ‘‘ Temporary castration’’ is being used to denote the 
temporary amenorrhoea and sterility following a given dose 
of intensive X-rays. Working under definite standard condi- 
tions, the dose should be so accurate that amenorrhoea for a 
certain definite time, or permanently, should be guaranteed. With 
our present knowledge, and considering also the possible idiosyn- 
cracies and the varying ages of patients, this is difficult. I find 
that by using the small field method at 23 cm., and giving a 32-33 
per cent. depth dose, an amenorrhcea of eight months to a year can 
be attained; using large fields at 4o—50cm. focal distance, an 
amenorrhcea of two years or more. In the cases treated by the old 
method many years ago, the amenorrhoea has lasted ever since, 
except in seven cases (cases 7, 8, 11, 20, 21, 40, 42). In these, no 
amenorrhcea being produced, hysterectomy was performed in three 
(cases 8, 11 and 40); a curetting in one (case 20); and in 
the other three cases the menstrual periods became normal and 
further treatment was not required (cases 7, 21 and 42). In one 
other case (case 31), as the pressure symptoms did not subside, 
hysterectomy was performed. 

(2) Reduction of the size of the tumour. In the great majority of 
cases the tumour diminishes slowly, till at the end of a year it is 
one-third of its original size, and the pressure symptoms are 
relieved. In two cases, however (cases 69 and 76), there has been 


* See ‘‘ The Histological Investigations of the Development of the 
Corpus Luteum,” by Robert Meyer and C. Ruge, in Zentralblatt f. Gyn., 
1913, No. 2, and of R. Schréder in Arch. f. Gyn., 1914, tor, S 1, and “‘ Ueber 
die biologische Funktion des Corpus Luteum, seine Chemischen Bestand- 
teile und deren therapeutische Verwendung bei Unregelmissigkeiten der 
Menstruation,” by Seitz, Wintz and Fingerhut, in the Miinchener mediz. 
Wochenschrift, 1914, No. 30. 
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practically no diminution in the size of the tumour, although both 
have had complete amenorrhcea since treatment. One patient has 
put on a stone in weight, and feels and looks very well indeed. 
In the other patient, who would not consent to operation, there 
was a marked degree of anemia, and the fibroid was soft. She 
writes (July 1925) that she is well and not anemic, and very much 
better in every way. 


FAILURES AND SUCCESSES.* 


Fartures. There are six cases (Nos. 11, 21, 25, 40, 51 and 56) 
in which the treatment failed to afford any relief. Of these, 
hysterectomy was performed in two cases. In cases 1 and 51 the 
patients needed more treatment, but as one lived in another town, 
and refused to continue owing to the expense of travelling, and 
the other left the town, they need not necessarily be regarded 
as failures. Eliminating these two cases, in four cases (4.5 per 
cent.) the treatment failed. In two of these four cases (Nos. 11 
and 40) there was some mental instability. An examination of 
the specimen in each case removed by hysterectomy disclosed no 
cause for the failure. In case 11 the ovary showed a recent corpus 
luteum ; in case 40 there had been a history of the patient having 
undergone two long, unsuccessful radium applications at the 
Radium Institute. 

In case 56, the patient had already had a long series of 
X-ray treatments at the hands of another radiologist. Possibly, 
therefore, I used too small a dose, especially as I have noticed that 
in those cases in which I have had to give a second dose a larger 
percentage depth dose is necessary. I do not know whether this is 
due to X-rays causing a species of immunity or not, but I do know 
that some cases are more radio-resistant than others. This patient 
has recently given birth to a healthy child, and is herself in good 
health. 

In case 25, the condition being doubtful, operation was advised 
but refused. I have just received a letter to say that she is well, and 
much improved since the treatment so many years ago. 

Errors in diagnosis. In cases 28 and 31 an artificial menopause 
was achieved, but the symptoms the patient complained of most 
were not relieved... This was due, in one case, to error in diagnosis, | 
and in the other to error in judgment as regards the best method 
of treatment. 

Successes. On the other hand, in the great majority, viz., 
95-5 per cent. cases, X-ray therapy has been successful. The 
histories of these patients have been followed up, and they relate 


* See Table I, giving details of cases treated by X-ray therapy. 
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how well and young they feel, and how improved their general 
health is. So that one is much impressed by the beneficial effect of 
the treatment. An examination of the cases, however, in which 
operation was definitely chosen, 8.5 per cent. could just as well have 
been. treated with intensive X-ray therapy, but for various reasons | 
chose. operation. If these patients had been treated by X-ray 
therapy I might have approached the 98 per cent. of successes 
claimed by Kroenig and Gauss. 


B. THE CASES TREATED BY OPERATION FALL INTO THREE GROUPS : 


1. Hysterectomy : Number. Percentage. 

2. Abdominal myomectomy ... V7 22 15.6 

3. Vaginal myomectomy 10 7 


141 

The advantages of surgical operation are :— 

1. The possibility of a mistake in diagnosis, e.g., the unsus- 
pected presence of carcinoma or sarcoma of the body of the 
uterus, of carcinoma of the cervix, ovarian tumours or 

degeneration of a fibroid tumour. 

2. The satisfaction to the surgeon of knowing the exact 
pathology and histology of the local condition. 

The disadvantages are :— 

1. A possible mortality due to the frequency of accompanying 

- heart lesions.* (My own mortality is 1.4 per cent.) 

2. The inconveniences and expenses of an operation, and the 
more or less long convalescence and consequent inability 
to resume work for some. weeks or months. 

3. The loss to the patient of an important organ of the body, 
and the occasional development of nervous or even mental 
symptoms. In my own series of operation cases these 
reached 1.5 per cent. insanity and 1 per cent. hysterical 
temporary paraplegia. 

When one considers the end results of operation in this series of 
cases one cannot deny that they are good, and especially so when 
one remembers that the cases dealt with have included the more 
serious cases of fibromyomata and those in which some degeneration 
was suspected, or some serious accompanying condition diagnosed. 

* With reference to the frequent association of heart disturbance with 
advanced uterine fibroid, Baldy has shown from the records of the Gynecian 
Hospital the following statistics :—‘‘ In the series of 3,413 operations,sudden 
post-operative death due to circulatory disturbance occurred 16 times. 
Thirteen of these sudden deaths occurred in the 366 fibromyoma cases, 
while the 3,047 other operative cases furnished only three such deaths.” 
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In a careful examination of these cases* degeneration of the 
fibroid tumours was present in the following numbers :— 


Degenerations of Fibromyomata. 
Numbers. Percentage. 
. CEdematous, myxomatous and cystic 2.8 
3. Necrosis ... 0.7 
Suppuration and sloughing 2.8 
. Calcareous degeneration 2 
. Sarcomatous degeneration _... ia 1.4 


10.4 
Total number of cases ... 141 


I found also that in a certain number of cases there was some 
definite pathological condition of the neighbouring organs :— 


Accompanying Pathological Conditions of Pelvic Organs. 


Numbers. Percentage. 
Cystic ovaries 4 2.8 


Ovarian cysts : 
(a) Simple ca 15.6 
(b) Multilocular 1.4 
(c) Dermoid _... 2 
Salpingitis 1.4 
Pyosalpinx 1.4 
Hydrosalpinx ... 2 


26.6 
Total number of cases... 141 


In the 141 cases there was no instance of an adeno-carcinoma of 
the body nor endocervical or cervical carcinoma of uterus.t This 
was probably due to the fact that in a series of cases of carcinoma 
of uterus which I have had under my care (52 in all) the condition 
was in every case such, that either the preliminary curetting settled 
the diagnosis, or the case was so obviously malignant that the 
complete operation was performed or the carcinoma dose of radium 
or X-rays administered. The fact remains that in this latter series 
also no fibroid was present, 


* I have not given the full table of series of ies cases on account 
of lack of space. 

+ Ina recent report by Winter of 753 operated cases, malignant disease 
of the tumour or corpus uteri was found in 39 cases, and total necrosis of 
the tumour in 17 cases. 
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One question may, however, be considered here, and that is, 
how frequently carcinoma follows X-ray treatment, and 
whether there may be any likelihood of a stimulating dose oi 
X-rays, causing a carcinomatous condition. Halban,' Bumm? and 
Vogt have described cases in which from six months to five years 
after radiation carcinoma of the body of tiie uterus has been found, 
The probability is that either the carcinoma was already present 
at the time of the X-ray treatment and was overlooked, or that it 
developed later quite independently of the treatment. According 
to Martius carcinoma does not occur more frequently in irradiated 
cases than in those that have undergone no treatment, In any 
case the question cannot be decided until a very much larger 
number of cases treated by X-ray therapy are reported. 

Necrobiosis. In one case (119 of Series Il) there was a large 
fibroid uterus undergoing necrobiotic change. This had caused 
a high temperature and a leucocytosis of 22,000. The patient was 
so acutely ill that an immediate operation was performed, although 
she had been seen five days before her acute illness, and | had 
agreed to X-ray therapy, on account of her fear of operation. She 
did excellently, making an uninterrupted recovery. 

Sarcomatous degeneration. in two cases (Nos. 18 and 58, 
Series II) sarcomatous degeneration of the fibroid tumour was 
found. 

Accompanying pregnancy. In two cases of inevitable abortion 
(cases 21 and 22, Series I1) in which the uterus was evacuated a 
fibroid polypus was found. In another case myomectomy was 
performed, and the patient went to full term. 

Mortality. The mortality rate is 1.4 per cent. The causes of 
death were as follows :— 

One patient (case 134) died 28 hours after operation, from shock. 
It was an extremely difficult operation, a large impacted cervical 
fibroid in a very obese woman, with a dilated heart and large 
umbilical hernia. The latter prolonged the duration of the 
operation somewhat as there were many dense intestinal adhesions. 

One patient (case 2) died 10 days after operation, of peritonitis. 
The patient had a large intraligamentary fibroid tumour, causing 
pressure symptoms, and complicated by double pyosalpinx. She 
also was obese, alcoholic and a bad subject for operation. 

In both cases X-ray therapy should have been chosen in 
preference to operation, because both patients were obviously bad 
subjects for a difficult and prolonged operation. 

With regard to the rest of the series, there is little to report. 
The patients have done well. I believe, however, that the loss of 
the uterus is not a light incident in the life of any woman, and 
that, although a certain percentage of cases, owing to severe 
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pressure symptoms or doubtful diagnosis, or the probability of the 
presence of malignant or serious degenerative changes, require 
surgical interference, a treatment which allays such symptoms as 
severe haemorrhage and reduces the size of benign tumours without 
ageing the patient or causing any other troublesome symptoms, is 
a treatment that will be welcomed by many women. 


GENERAL CONCLUSIONS. 

In considering the choice of treatment for any particular patient 
one must bear in mind that as long as diagnosis may be faulty 
there. is a certain danger in using intensive X-ray therapy for any 
but those cases in which it is fairly certain that the case is straight- 
forward and uncomplicated, e.g., a fibroid uterus well under the 
size of a six months’ pregnancy, interstitial rather than sub- 
peritoneal, and in which the chief and only symptom is profuse 
menorrhagia. In such a case X-ray therapy is the ideal treatment. 
Also in cases of grave heart disease, in which no surgeon would 
care to operate, it is essentially justifiable, and the marked improve- 
ment in the general health of such patients is remarkable. 

In all cases of doubtful diagnosis the possibility of carcinoma of 
the body of the uterus must be eliminated by dilating the cervix and 
curetting if necessary. 

In other doubtful cases, and especially in young women an 
exploratory laparotomy, followed by hysterectomy, or myomectomy 
when necessary is the correct treatment. The X-ray dose 
sufficient for fibromyoma of the uterus is only approximately one- 
quarter or one-third of the dose necessary for carcinoma (viz., 
35 per cent. or 45 per cent., as against 100—110 per cent. of the 
unit skin dose), so that an error in diagnosis in such a case may be 
an extremely dangerous one. Carcinoma of the cervix is less 
likely to be missed except in those cases in which its origin is in 
the cervical canal itself ; the metrorrhagia should, however, have led 
to a diagnostic curetting when the pathological nature of the 
hemorrhage will be shown. 

The treatment by X-rays eliminates nervous shock, the 
inconveniences of an anzesthetic, long convalescence and nursing 
home fees, and leaves the patient fit and able to follow her usual 
life, and feeling better and healthier than before. In my opinion, 
therefore, it is a more or less ideal treatment. 

With the modern installations the treatment can be carried out 
rapidly in one or two sittings, and necessitates only one or two days 
off work. X-rays have the further advantage that, unlike a hysterec- 
tomy, a permanent amenorrhoea need not necessarily be carried out. 
A 28 per cent. dose to each ovary in the case of a small fibroid results 
in an amenorrhoea of 8—24 months’ duration, during which time 
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the patient loses her anzemia and improves in heaith. Twenty-two 
cases of pregnancy were recently reported in which the birth 
of healthy children occurred after two yeats’ amenorrhoea following 
X-rays. My own case (case 56) had only an eight months’ 
amenorrhoea following X-rays and improvement in health, after 
which she bore a healthy child. 

The climacteric symptoms have been considerably less trouble- 
some in those treated by X-rays than by operation. This is 
probably due to the more gradual action of X-ray therapy. That 
there is little change in sexual feeling has been shown in the recent 
work of Dr. Wolmershauser‘ in the Frankfurt Clinic. In a series 
of 265 cases in the years 1921 and 1ig22, in the 111 cases here 
reported the patients said they felt younger and had more energy, 
and this was probably due to the improvement in the blood 
condition and the reduction in the size of the tumour, without any 
disturbance of the interstitial cells of the ovary or change in the 
uterus itself. 

With regard to the danger of X-ray treatment, this, apart from 
its employment in unsuitable and undiagnosed cases, resolves 
itself into the possibility of the occurrence of a severe X-ray burn. 
With a good and careful technique such a burn is impossible, but 
the treatment should be carried out only by those properly trained 
and working with accurately calibrated installations. With the 
newer installations, with which a patient can be treated in from 
34—45 minutes, even greater care is needed, for an overdose of 
from one to two minutes may be sufficient to cause a severe burn. 

But if care has to be taken in the treatment of a patient 
by X-ray therapy no less care is needed in the technique, asepsis 
and after treatment of the patient undergoing vaginal or abdominal 
operation. 

Both methods have their uses, and the choice must be left to 
the gynecologist, who has not only diagnosed the actual pelvic 
condition, but has also obtained a knowledge of the physique and 
power of resistance of his patient. 
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ments. 


BY X-RAY THERAPY. 
TECHNIQUE, (A,) 


After Results. Other Doctors who had Dosage 
examined the case. (Kienboeck). 


Amenorrhea after two Sir F. Champneys 1560 x 
treatments. 1920 letter Dr. Pale 
confirms cure Dr. Scatliff 

Amenorrhea after three Dr. Ford Anderson 2750 x 


treatments. Tumour half- Dr. Garrett Anderson 

size at end of treatment. 
1924 confirms cure 

Amenorrhea after two 1723 x 
treatments, fibroid half- 
size now. Micturition 

now normal and has been 

for 11 years. 1925 letter 
confirms 

Amenorrhea after five Dr. Winifred Patch 2885 x 
treatments. 1925 letter 
confirms cure. Doing 
excellent literary work 

Amenorrhea after five Dr. Fairbairn 4650 x 
treatments. Anemiacured. Miss Aldrich Blake 
1925 visit confirms cure 

No M.P. after fourth treat- Dr. Honor Bone 3810 x 
ment for 10 months, then Miss Aldrich Blake 
M.P. and two more treat- Dr. Michie 
ments. 1920 visit and 
doctor’s letter confirms 
cure 

Amenorrhea after fifth 2630 x 
treatment tillseven months 
after, has had M.P.’s 
since, occasionally, but 
normal in amount. 1925 
writes excellent health 

Amenorrhea after seven Report 2216 x 
treatments. Pigmentation _ (Dr. Galt) :— 
showed after seventh. Sections show a very cellular 
Appendicitis developed. fibroid. There is no sign of 
Operation — Appendicec- inflammatory change, and 
tomy on Oct. 15, and degenerative changes are 
although fibroid showed also absent 
no degeneracy hysterec- 
tomy was performed at 
the same time 

Amenorrhea after fourth Mr. Bowring had removed 4445 x 
treatment. 1925 confirms uterine polyp. in West 
cure. No return of Street Hospital, Brighton 
symptoms. Now better 
than for years 

Amenorrhea had started 1236 x 
two years before treat- 
ment. Very little reduc- 

tion in size of tumour 


B = Radiation carried out through 4—5 small ports of entry. 
0.5 zn+4 al. filter. Focal distance 23 cm. Time 
for each field 26—32 minutes with big Coolidge tube. 
156,000 voltage, 7 amps. in 1°. 2 milliamps in 2°. 

C= — carried out h two large fields at 40—50 


*Réntgen jammer. 
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No. of 
No. Name. Age. Occupation. Date. child- 


ren. 


11. Sister E. 44 Deaconess Menorrhagia. Pro- 
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of heart 
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Headmistress Menorrhagia Multi 


Menorrhagia Inte 
Menorrhagia (D. & C. 
has been performed) ae 
Menorrhagia, _‘Fre- 
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and tumour P 
Menorrhagia and Int 
metrorrhagia; two 
years in bed. Pro- 
found anemia 
Wife of School. _ Menorrhagia, Su 
master menorrheea. 


trorrhagia for last 


five weeks ; pain on 
micturition 


Sizeot 
of preg. 
nancy), 
3 12 Miss G. 50 
13 Mrs. H. 50 
14 Mrs. K. 48 
15 Mrs. K. 49 
16 Miss L. 50 
17° Mrs. L. 52 
te 18 Mrs. L. 50 


Fibromyomata of the Uterus 405 


No. of 
Kind. treat- ‘ After Results. Other Doctors who had- Dosage 
ments. examined the case. (Kienboeck). 


Interstitial ... ste 7 No amenorrhea. I there- Dr. Bolton Mi ste 2390 x 

fore performed a hyster- Lathological Report 

ectomy two months after. _ (Dr. Galt) :— 

Six months after, patient The large fibroid has been cut 

for a time became almost and shows the usual muscle 

mental. Now perfectly bundles in a fibrous stroma. 

well There is no obvious increase 
in the amount of fibrous 
tissue or other degenerative 
change. The ovary also 
shows all the usual struc- 
tures, including a recent 
corpus luteum, so that in 
this case the X-rays have 
not apparently destroyed 
the ovarian function. No 
evidence of any malignant 


growth 
4 Multiple fibroids ... 4 M.P.’s stopped after third Lady Barrett 1250 x 
treatment. Patient very Miss Aldrich Blake 
well for a year after treat- 
ment 
In Nov., 1916, was under Dr. Sainsbury -for gastro- 
intestinal trouble, lost 14 stone in weight, had mucous 
colitis. I saw patient Nov. 1917. She was thin and 
emaciated, and had ascites, fibroid was very hard and 
immovable. Chronic intestinal obstruction 
Operation Dec. 17, 1917. Total hysterectomy was per- 
formed by another surgeon; the fibroid had undergone 
calcification. The intestine were covered by small white 
spots. Patient died Dec. 27, 1917 ~ 
P.M. by Dr. Greaves. Dense matting of all. intestines; 
masses of. malignant growth; perihepatitis; malignance 
of omentum, stomach and mesentery; hard lumps like 
sago grains. Sections show a malignant growth, probably 
endotheliomatous in originand apparently 1° in omentum 
(Dr. Galt) 
Interstitial ... ... 5 M.P.’s stopped after third 2910 x 
treatment. 1920 letter 
confirms cure 
Interstitial ... 6 Amenorrhea after fourth 2250 x 
treatment. Cured. 1920 
ij letter confirms 
: Interstitial and sub- 7 Amenorrhea after fourth Mr. Handfield Jones curetted 2245 «x 
peritoneal treatment. 1920 letter in 1914, and diagnosed 
confirms cure fibroid. Mrs. Scharlieb had 
advised hysterectomy 
44 Interstitial and sub- 7 Amenorrhea after two Dr. Morgan 1632 x 
peritoneal treatments. Uterus half- 
size at end of treatment. 
1925 confirms cure 
Interstitial .;.. 5 Amenorrhea after third 1245 x 
treatment and anemia ; 
cured 
aj 
* Sub-peritoneal and 9 After fourth treatment only Dr. Scott 6355 x i 
anteflexed uterus very slight M.P.’s. Good ' 


result. .1925 letter con- 
firms. General health 
excellent 


Size of 
utern - 
In. tern; i 
of preg. 
nancy), 
4) 
a 
xt 
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No. of 
Occupation. Date. child- Symptoms. i I 
ren. 


Wifeof School- 1919 Menorrhagia 
hagi sterstit 


Headmistress ... 1916 — Menorrhagia and 


ntersti 
metrorrhagia 


ness 
ovary 


Menorrhagia and 
metrorrhagia 
Menorrhagia ... 


Small 

fibro 
Interst 
perit 


Menorrhagia ... Inters 


Menorrhagia ... 


Inters 
sub: 
also 


Menorrhagia, dysmen- 
orrhea, frequency 
and pain on mic- 
turition 


Inter: 
ova 


Menorrhagia ... Fibre 


Menorrhagia .and 
metrorrhagia 


Menorrhagia, Tumour 
moving with uterus, 
but soft 
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Sizeo 
No. Name. Age. 
: nancy) 
19 Mrs. M. 50 
20 MissM. 48 
21 Mrs. M. 35 1914 4 24 
22 Miss M. 42 1914 — 
2 Lady N. 46 = 1915 4 
24 Mrs. P. 49 Matron 
26 Mrs. P. 44 1919 2 
27 Mrs. P. 40 1919 0 5 
se 
28 Mrs. 8. 42 1919 3 6 


4 


2% 


3 


ness over right 
ovary) 


sub-peritoneal 5 
fibroid on post wall 
Interstitial and sub- 11 
peritoneal 


Interstitial ... ats 6 


Interstitial and post 7 
sub-peritoneal fibroid 
also 


Interstitial and ?right 9 
ovary 


Fibroid interstitial 6 


Interstitial and sub- 5 
serous 


No. of 
Kind. treat- 
ments. 


7 Amenorrhea after fourth 


After Results. 


treatment. Cured. 1925 
letter confirms cure. Is 
very well, and teaching. 
Had one M.P. in 1921 


interstitial (tender- 12 Treatment from Jan.-July, 


1916; and in Dec. 1916, 
and in Dec, 1917; but 
M.P.’s continued slightly 
till early 1919. In July 
1918 Miss Aldrich Blake 
saw her, and was in favour 
of a hysterectomy, on 
account of metrorrhagia, 
but patient would not con- 
sent. I curetted, and had 
curettings examined ; they 
were non-malignant. 1925, 
patient very well indeed, 
and thankful to have 
avoided operation ; amenor. 
rhoea since 


M.P.’s normal, but no 
amenorrhea 

Amenorrhea after fourth 
treatment. Measurement 
from top of tumour to 
sym, pubis eight inches; 
at end of treatment five 
inches. Has married since. 
1924, very satisfactory 

Amenorrhea after third 
treatment; tumour de- 
creased. 1923 letter con- 
firms cure 

Amenorrhea after fourth 
treatment. Reduction in 
size of tumour. 1925 
letter confirms cure. 
“Very well” 

Menorrhagia continued, 
anemia, dilated heart, 
tachycardia, and could 
not continue treatment. 
In 1925 writes, “Much 
better since treatment.” 
Dysmenorrhcea and menor- 
rhagia cured 
Amenorrheea after fourth 
treatment. 1920 letter 
confirms cure, 1924 started 
normal M.P. again. Feels 
very well 

Amenorrhea after fourth 
treatment. 1920 letter 
confirms cure 
Amenorrhea after fourth 
treatment 
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Other Doctors who had 
examined the case. 


Miss Aldrich Blake 


Dr. Macgregor 
Dr. Scatliff 


Miss Aldrich Blake 


Dr. Shearer. Dr. Russell 
Andrews examined patient 
in 1917 and confirmed cure 


In 1917, Dr. Handfield Jones 
did dilatation and 
curetting. In 1919, both 
he and Col. Jowers agreed 
as to X-ray treatment. Dr. 
Broadbent also saw case 


Dr. May Thorne 


Dr. Hershell Harris of 
Sydney 


Operation by Dr. Trevers in 
March 1920, owing to rapid 
growth of tumour. Large 

multilocular ovarian cyst. 

Uterus normal. Tumour 

weighed 16 lbs, 


Dosage 
(Kienboeck). 


4435 x 


1095 x 
2257 x 


2726 x 


2830 x 


5665 x 


4840 x 


4000 x 


4565 x 


Size of 
(in tem 
of preg 
| 
| 
5 
6 
6 
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No. 


29 Mrs. T. 37 1915 -0 Menorrhagia... - 


30 Miss V. 37 Headmistress 


No. of uterus 
Name. Age. Occupation. ~ Date. child- Symptoms. . (in terms 
"ren. of preg 


Menorrhagia 


31 Miss W. 49 Social Worker ... 1915 — Metrorrhagia. I did 


33 


34 


38 


41 


D. and C. but there 
was no malignancy. 
Incontinence of 
urine. 


Menorrhagia ... 


Mrs. W. 53 1919 2 Menorrhagia ... . 


Mrs. W. 48 —_ 1919 2 a and 
metrorrhagia 


Headmistress Menorrhagia ... 


Schoolmistress ... 1920 — Menorrhagia and 
metrorrhagia 

Miss C. 48 Schoolmistress ... 1920 — Menorrhagia and 
metrorrhagia 
Mrs. B.M. 47 Manageress ... 1921 — Menorrhagia ... 


Menorrhagia 


Mrs. B. 47 1922 — Menorrhagia, since 
puberty. Two five 
days’ application of 
radium at Radium 
Tnstitute, without 
result 

Miss C. _ Headmistress ... 1920 — Menorrhagia aS 


Menorrhagia ... 


Menorrhagia 


53 


24 


Interstil 
perito 
Intersti 


nterst 
perit 
forni 
Interst 


Interst 


Inters' 


Inters 


Inters 
peri 


Inters 


Inters 
per! 


Sub-p 


Sub-y 


Size of 
nancy). 
dng . 
32 Mrs. W. 48 House... 1914 1 
36 33 
= 3 
ov: 


Fibromyomata°of the’ Uterus 


No. of 


treat- 
ments 


Interstitial and sub- 
peritoneal 
interstitial 


6 
7 


nterstitial and sub- 
peritoneal in post 
fornix 

interstitial 


nterstitial 


peritoneal 
Interstitial 
Interstitial sub- 
peritoneal 


Sub-peritoneal 


Sub-peritoneal 


Interstitial. Left 
ovarian tenderness 


Interstitial 


*Rontgen jammer. 


After Results. 


M.P.’s lessened in amount. 
No amenorrhea. 1920, 
patient very well. See 
Case have since 
treated her by Erlangen 
technique 

Amenorrhea after third 
treatment. Uterus smaller 

Amenorrhea after fifth 
treatment, but still pres- 
sure symptoms. I there- 
fore did subtotal hysterec- 
tomy, left ovariotomy and 
salpingectomy. Growth : 
weight, 54lbs. The large 
tumour showed degenera- 
tion. Sections: simple 
fibroid growths ; no malig- 
nancy 


Amenorrhea after second 
treatment 


Amenorrhea after fourth 
treatment. 1925 letter 
confirms cure. Never any 
return of symptoms 

Amenorrhea after fifth 
treatment. 1925 letter 
confirms cure. No return 
of symptoms 

Amenorrhea after second 
treatment. Cured. Visit 
1925 confirms 

Menorrhagia cured 


Amenorrhea after second 
treatment. 1925 confirms 
cure 

Amenorrhea after fourth 
treatment. 1923 confirms 
cure 

Amenorrhea after fourth 
treatment. 1925 confirms 
cure 

No amenorrhea. I there- 
fore did hysterectomy. 
Patient almost mental 


Amenorrhea after eight 
treatments, but lasting 
only four months. Two 
more treatments had to be 
given before cure. 1923 
letter confirms 

Amenorrhea attained. 1925, 
writes general health not 
good 

Amenorrhea after fourth 
treatment 


Other Doctors who had. 
examined the case. 


799. 


Dosage 
(Kienboeck). 


2075 x 


Dr. Flora Murray 


Dr. Blogg 


Dr. Boyle 


Dr. Sortain. 


1780 x 


D. and C. by 4880 x 


Mr. Jowers, in 1917, and 
polyp. removed, but hemor- 
rhage worse after 


Dr. Scatliff 


. Bolton 


. Cuthbert Lockyer 


. Edmonds 


Cornford 


ze of 
terus 
terms Kind. 
preg 
ncy). 
6 | 1237 x 
5 interstitial ... 3200 x 
33 Interstitial ... 5* 4000 x 
33 Interstitial and sub- Di! 3700 x 
5 6 1022 x 
45 1277 x 
Dr. Lynham : 
35 2051 x 
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No. of 
Age. Occupation. Date. child- Symptoms. 
ren. 


1921 Menorrhagia ... 


Intersti 


1920 Menorrhagia ... Taterst 


perit 
Interst 
Menorrhagia ... 
Interst 
M hagia. ... 
Interst 
Menorrhagia. Graves’ 
Disease” Fibroti 
Menorrhagia, Patient 6 
very nervous and Inters' 
anemic, and refused perit 


operation 


Size of 
uterus 
No. Name. (in term 
of preg. 
nancy), 
45 Miss J. 49 = 
46 Mrs. L. 55 1920 — 
if 47 Mrs. M. 42 on 1920 — 
48 Miss 50 1920 — 
49 Mrs. §. 43 ~- 1920 — 
50 Miss W. 48 ~~ 1920 — 
51 Miss Y. 48 Nurse... 


Interstitial 


Interstitial and  sub- 
peritoneal 


Interstitial 


Interstitial 


Interstitial 


peritoneal 
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After Results. 


Amenorrhea after fourth 
treatment. 1925, writes 
no return of hemorrhage 

Amenorrhea after fifth 
treatment, 1924. Patient 
well and cured. Tumour 
about size of 35 months. 
1925, writes no symptoms 

Amenorrhea after three 
treatments 

Amenorrhea after four 
treatments. 1925 letter 
confirms cure. No return 
of symptoms. Very grate- 
ful, ete. . 

Amenorrhea after fourt 
treatment. 1925. writes: 
“Perfectly well” 

Amenorrhea after eighth 
treatment 

Amenorrhea after fourth 
treatment 

Patient stopped treatment 


Other Doctors who had Dosage 
examined the case. (Kienboeck). 


4856 x 


Dr. Garrett Anderson 2556 x 


Jessop Hospital 


Miss Bolton 
Dr. Cuthbert Lockyer 


Dr. Russell Andrews 
Dr. Scott 
Dr. Edmonds 


size of 
uterus No. of 
ancy), ments. 

5 

3 

6 3620 x 

3 

3 
4724 x 

6 
Interstitial and sub- 4 698 x 


No. 


Name. 


Miss A. 


Miss A. 


Mrs. A. 


Miss B. 


Mrs. C. 


Age. 


38 


39 


554 


36 


Journal 


Occupation. 


Private 


Nurse 
Hospital 


Private 


Teacher 


Private 


Wife of Doctor _ 


60 


62 


Mrs. D. 


Miss F. 


Mrs. G. 


Miss G. 


Mrs. H 


42 


50 


Hospital 
Nurse 


Teacher 


Private 


Private 


Private 


of Obstetrics 


No. of 


child- Symptoms. 


ren. 


— Two years severe menor- 


rhagia. Anzmia 


— Five years severe menor- 


rhagia. Dysmenorrhea. 


Anemia 


3 Severe menorrhagia com- 
pletely incapacitating 
patient for several days. 


Anemia 


— Membranous- dysmenorrhea 
and menorrhagia. Has to 
go to bed for two days 


each month 
3 Menorrhagia 


rhea 


— Profuse menorrhagia for two 


years 


1 Menorrhagia and dysmenor- 
rhea every two or three 
weeks. Anzmia 


since first 
baby’s birth. Very severe 
and with much dysmenor- 


1 misc. Metrorrhagia for two months 


~— Menorrhagia for ten years 


— Menorrhagia every 14 days 


for last four months. 


Anemia 


1 Menorrhagia for six months 
still- every 21 days. Last M.P. 


born dangerous 
Very anemic 


hemorrhage. 


and Gynecology 


Physical Signs, 


Those of fibroid uterus 


with 


stitial fibroid and 
right-sided sub-peri- 


Il. 


BY NEW 


Size of 
uterus 


(in terms 


of preg. 
nancy). 


large _inter- 


toneal fibroid 


Those of fibroid uterus 


interstitial 


Uterus 


hard and 


slightly enlarged 


Uterus a little enlarged 


and dextrofiexed 


Ant. wall of uterus 


apparently thickened 


Fibrosis of the uterus. 
Os closed 


Interstitial fibroid 


Fibrosis uterus. Old 
cervical tear 


Interstitial fibroid 


posteriorly 


Enlarged fibroid uterus. 
Sub-peritoneal fibroid 


in Douglas 


Uterus soft and flabby. 
Diagnostic curetting 
showed endometrium 
showing many _ tor- 

lands almost 

condition 


tuous 
nevoi 


d 


4 


nm 


TEC] 


Tec 
of T: 
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NEW 


Size of 
uterus 
n terms 
preg. 
ancy). 


4 


nw 


Technique 
of Treatment 
and Date. 


TECHNIQUE, 


% 
depth 


dose 


to each 
ovary. 


After Results. 
Immediate. 


C 17/1/24 
B 4/12/22 
B 16/5/23 
C 23/5/24 
(8/1/24 
B 14/12/22 
B 26/2/28 
4/6/28 
B 10/1/28 
(18/10/28 


B 26/2/28 
B 10/4/28 


B 20/7/28 
— 7/9/23 
C 31/1/24 
B 17/1/28 


47.02 


45.18 


33 
33.08 
33.2 


36.72 


Felt sick and poorly for 
2—3 days after treatment. 
No erythema of skin 


On April 6, 1924, wrote: 
“Am feeling very well, 
have gained 5 lbs. weight 
since _ treatment. No 
erythema. No sickness 

No sickness 


Felt sick. Giddy. Marked 
erythen aa week after and 
diarrhea (slight) cause 
uncertain 

Sick after both treatments. 
No erythema 


No sickness or erythema 
No sickness, 


No erythema 


No sicknss. No erythema 


Nausea. Dizziness 


No sickness or erythema 
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After Results. 
Remote, 


TwoM.P.’siafter, none since, 
but blood-stained  dis- 
charge occasionally since. 
In May 1924 uterus two- 
thirds original size 

No M.P.’s since 17/6/28. 
Feeling very well and 
working hard. 1925, 
writes : ‘‘ Very well; still 
hot flushes ” 

No M.P.’s since treatment. 
Hot flushes, etc. 1925, 
very well 


Last M.P. Feb. 17, 1924. 
No cast. No pain. Hot 
flushes. Amenorrhea since 


Amenorrhea from second 
treatment till May 25, 
then slight M.P. Since 
third treatment there 
have been regular almost 
normal M.P.’s with prac- 
tically no pain. Has had 
normal confinement since, 
baby healthy 


treat- 
Feb. 


Amenorrhea since 
ment. Hot flushes. 
20, 1925, very well 

Amenorrhea since Feb. 22. 
Two M.P.’s after treat- 
ment. 1925, very well 

Amenorrhea after Nov. 5. 
One M.P. after treat- 
ment. Has put on weight 


Two M.P.’s followed first 


treatment. None after 
second treatment. Hot 
flushes complained of 
since. 1925, writes : 


“Complete cure” 
Amenorrheea since last treat- 
ment. 1925, patient writes 
very well indeed, no more 
M.P.’s 
No M.P.’s since, feeling 
stronger. 1925, writes no 
return of M.P.’s 


Other Doctors who had 
examined the case. 


Mr. Dakin 


Diagnostic curetting was 
before radiation 
y Prof. McIlroy, Royal 
Hospital 


Mr. Haig Fergusson 
curetted patient in June, 
removing small polyp. 
Curetting normal. Also 
saw Dr. Rushworth and 
Dr. Russell Andrews 

Dr. L. Hamilton 

Miss Bolton 

Dr. Johnston 


Dr. Mecredy 

Sir Archibald Reid 
Two  curettings er- 
formed. One after abor- 
tion. One diagnostic. After 
both patient nearly died 
of hemorrhage. X-ray 
treatment had been given 
by another radiologist for 
three months, with no 


result 
Diagnostic curetting per- 
formed by Dr. Jeffries 
Dr. Macdonald 
Dr. Shields 
Her doctor reports: 
“Excellent health, has 
put on weight. Nomeno- 


pause symptoms ” 

Mr. Victor Bonney 

Dr. Arthur Latham 

Dr. Herbert Williamson 
The latter did diagnostic 
curetting before treatment 


Miss Chadburn 
Dr. MacGill 


Herbert Williamson 


| 
3 33 
33.2 
42.2 
3 
4 56 : 
6 
33 
36 : 
56 
36 
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Sizeq 
No. of uterus 
No. Name. Age. Occupation. child- Symptoms. Physical Signs, (in tern 


ren. 


63 Miss H. 40 Housekeeper .... — Menorrhagia and dysmenor- Fibrotic uterus normal 3 
rhea cervix 


64 Mrs. H. 49 Private Sa a 1 Menorrhagia, and nervous Retroverted uterus 4 
exhaustion enlarged, interstitial 
Ad fibroid 
65 Miss J. 48 Nurse — Menorrhagia. Dysmenor- Fibroid uterus on left 4 
Hospital rhea with vomiting. side. Sub-peritoneal 
Metrorrhagia for last tumour size of orange 
seven weeks and tenderness at 


M.P.’s 


66 Mrs. 8. J. 41 Private a 2 


Ee Menorrhagia. Very profuse Fibroid uterus, old 1} 
Wife of Surgeon 


cervical tear, diag- 
nostic curetting— 
Polypoid endome- 
trium. Path. Report 
—satisfactory 
Menorrhagia. Worse lately Fibrosis of uterus 0 


68 Miss L. 46 Doctor of Medicine — Menorrhagia for last two Fibrosisuterus. Mul- 3! 
years. Metrorrhagia for tiple fibroids 
last five weeks. Dysmen- 
orrheea 
Menorrhagia for four years. Large fibroid tumour. 4 
Shortness of breath. Pres- _ Interstitial, In 1919, 
sure symptoms operation for rup- 
tured ovarian cyst, 
uterus then found to 
beenlarged. Growing 
lately, but patient 
refuses operation 
70 Mrs. P. 40 Wife of Schoolmaster 3 Menorrhagia for one year. I dilated and curetted ) 
Anemia. Has been in under anesthesia. 


69 Mrs. M. 37 Wife of Doctor... 1 


bed last 11 weeks Some polypoid endo- 
metrium. Uterus 
flabby and slightly 
retrofiexed 
71 Mrs. R, 44 Private ae es 8 Menorrhagia for last five Uterus enlarged. In- 4 
years. orse lately terstitial fibroid 


Private 


Menorrhagia for six months. Small interstitialfibroid 3 
Metrorrhagia for last in ant. wall 
three weeks 


73 Miss 51 Headmistress 


Very profuse “menorrhagia Uterus interstitial 4 
last two years, lasting 14 fibroid, sub- 
days peritoneal 


3 
m of 
0 preg. anc 
: nancy), 
C 
67 Miss L, 40 Private B 
B 
( 


B 


Technique 
of lreatment 
and Date. 


15/2/23 


24/1/24 


26/3/23 


28/1/24 


20/10/22 
13/12/22 


24/6/23 


1/10/28 


6/11/22 
28/10/24 
28/2/23 
18/1/23 


12/3/23 


3/11/22 


56 


46 


47.33 


35.38 


61.8 


35.7 


34 


After Results. 
Immediate. 


Slight sickness but good 
appetite and sleep 


Headache. No sickness 


No sickness 


Slight sickness 


No sickness 


Very slight sickness. Good 


pigmentation 


Felt sick and faint 


Eight weeks’ slight hemor- 
rhage followed. NoM.P. 
after until one year after 

No M.P. after 


Two M.P.’s after. 


None 
since 


Splenic radiation. 4H.E.D. 


given, 15/1/23. No sick- 
ness. Slight pigmentation 


Slight discharge for three 
weeks after 
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After Results. 
Remote, 


One M.P. after treatment, 
none since, Patient writes, 
“T feel very well, | am 
really thankful,” etc. 
1925, patient writes: 
“ Better than I have ever 
been ” 

One M.P. after treatment. 
None since. Patient very 
well March 21, 1925 

One week after, started 
thrombosis in left le 
One prolonged M.P. 
None: since. Now, very 
well. Patient writes : “It 
is such a joy to feel so 
well.” Patient very well 
July 1925. Has done full 
work ever since 

Two M.P.’s after treatment, 
none since. July 1925: 
“Result absolutely mar- 
vellous,” etc. Still hot 

flushes 


One M.P. after treatment. 
Very well three years 
after. In July 1925 writes : 
‘“T can walk seven or 
eight miles; have had no 


return of M.P., and 
always think of you 
gratefully ” 


One M.P. after treatment. 
None since. Health ex- 
cellent 


Bad M.P. in November, not 
since. Patient well and 
fat. Tumour now size of 
55 months’ pregnancy 
(March 14, 1924). Flushings 
bad. Tumour was smaller 
one month ago. Needs 
watching 

Very well 


Patient writes: Feeling 
very well and strong” - 


Uterus now size of two 
months. Patient is in 
excellent health, 1925 

Hemorrhage lasted one 
month after radiation, not 
since, till now. May 2, 
ordinary M.P. July 1925, 


Patient very well; no - 


return of M.P. 

No return of M.P. Patient 
writes: “In excellent 
health.” a 1925: “Is 
working hard” 
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Other Doctors who had 
examined the case. 


Dr. Scatliff 


Dr. Buckley 


Dr. Edmonds 
Mr. Tonides 


Dr. 
Dr. 


Furneaux Jordon 
Pemberton Fooks 


Mrs, Vaughan Sawyer 


Miss Aldrich Blake 


Had already had X-ray 


treatment from 


radiologists 


Miss Bolton 


Dr. Sylvia Payne 


Dr. Barker 
Prof. McTroy 


Dr. Braidwood 


Dr. Carew Hunt 


other 


Sizeq % 
Uterus depth 
of preg. to each acts 
nancy), ovary. 
e 
t 
0 B 9 : 
B 33 
6 C || ‘ 
| : | 
= | 
3 B 36 
325 


79 


80 


81 


82 


83 


84 


85 


86 


No. 


74 


*76 


77 
78 


Name. 


Mrs. S. 


Miss 8. 


Miss S. 


Miss 8. 
Mrs. T. 


Miss T. 


Miss W. 


Dr. W. 


Miss W. 


Mrs. W. 


Mrs. W. 


Mrs. N. 
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Age. 
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Occupation, 


45 Private 


43 


47 


39 
45 


46 


45 


30 


45 


Domestic 


Private 


Private 


Private 


Wife of Doctor _ 


Private 


Almoner 


Secretary 


Doctor of Medicine 


Business 


Domestic 


Doctor’s Wife 


Surgeon’s Wife 


eds = 4,272,000 
Hgb. = 38% 
Colour Index = 0.5 
Whites = 12,200 


Polymorphes = 74%, 
400 cells counted. The red cells show marked variation in 


No nucleated red cells or abnormal 
white cells seen. 


Hgl. content. 


1 Profuse 


e*Blood Examination.—28/ 11/22. 
Red 


Menorrhagia and dysmenor- 


No. of 
child- 
ren. 


Symptoms. 


last two years 


Menorrhagia last year. 
Metrorrhagia for six 
weeks 

Serious floodings for last 
eight years, Very anemic, 
dyspnea tachycardia. 


Heart dilated, leucorrhea 
Dysmenorrhea last 14 years. 


Nervous breakdown 


Menorrhagia, dysmenorrhea, 


thrombosis, one year ago. 
Dr, Drése diagnosed 


Menorrhagia, 1915. X-ray 
treatment, but never quite 
stopped M.P.’s 


Profuse. menorrhagia, dys- 
menorrhea. Diagnostic 
curetting 18 months ago. 
Asthma 

Metrorrhagia from July to 
September. Examined 
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The Material and Methods of a Gynecological and 
Obstetrical Clinic. 


By W. Brair BELL, B.S., M.D., 


Professor of Gynecology and Obstetrics, the University ; Gyn@co- 
logical and Obstetrical Surgeon, the Royal Infirmarly, Liver- 
pool; Hon. Fellow American College of Surgeons; Hon. 
Fellow American Gynecological Society, etc. 


(From the Department of Gynzcology and Obstetrics, the 
University of Liverpool.) 


INTRODUCTION. 


I aM so often honoured by the visits to our clinic in Liverpool, of 
British, Colonial and foreign colleagues, many of whom come 
for the express purpose of studying our organization, that it 
has seemed both to me and to the Editor of this Journal that a 
useful purpose might be served if a description of our arrange- 
ments—alas! still far from perfect—were to be published, even 
though of necessity this must be very brief. 

It is hoped that with the lead thus given others may be 
induced to describe their own methods and material, and that 
thereby the teaching and practice of Gynecology and Obstetrics 
may benefit. 

It is certain, however, that both in teaching and practice what 
is suitable for one exponent may be entirely unsuitable for another. 
Some are admirable lecturers, while there are others who are quite 
incapable of holding the attention of a large gathering, and who 
find their forte to be class instruction. The wise teacher will, 
therefore, follow the method he finds most advantageous to his 
students, and most congenial to himself. So, also, a surgeon may 
not feel otherwise than hampered when attempting slavishly to 
follow another’s technique that is new to him. It is, nevertheless, 
inevitable that I express personal views and describe the methods 
we practise ; but, although I shall present my own ideals and ideas, 
and the partial fruition thereof, it will be in the hope of stimulating 
others to that healthy rivalry from which progress springs. 

Usually, one of the first remarks made by visitors is that 
Liverpool must be full of money. They infer, indeed, that one 
has only to hold out his hand to have it filled. This is no more 
true in regard to Liverpool than elsewhere. Moreover, it is not 
so much the presence of money as the direction of it into the 
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right channels, and the subsequent proper utilization of it, that 
are important. The prudent man will not hold out his hand 
until he is ready to make good. He must have reduced his ideas 
and desires, on which he has pondered for many years, to so 
definite an issue that, when it comes, the golden shower will fall 
on seed well sown and ensure a good harvest. 

Generous philanthropists are often, and fortunately, shrewd 
business men, and we cannot blame them if they want to see 
results and benefits accrue from liberal expenditure. 

The rapidity with which scientific advancement has been accom- 
plished during the last century may be attributed to the increasing 
ease of intercourse and facility of communication ; and in no subject 
more than in Medical Science has advantage been taken of this. 
To-day, no one is obliged to start at the beginning ; we are all able 
to utilize what others have done or are doing; we are delighted, 
too, when our own spade-work makes easier the path for others 
to tread. 

This, then, is my apologia. 


I. 


THE MATERIAL AND METHODS OF THE GYNZCOLOGICAL AND 
OBSTETRICAL DEPARTMENT IN THE UNIVERSITY 
OF LIVERPOOL. 


A.—MaATERIAL. 


The present Gynecological. and Obstetrical Department owes 
much of its material welfare to the energy and enterprise of our 
predecessors, and to the vision and generosity of the University 
Authorities. 

As the Department in the University now exists, and in spite 
of its comparatively large size, the accommodation is taxed to the 
utmost. Moreover, in some respects the design might be improved ; 
but a department gradually put together cannot be so splendid 
as one established on the ashes—real or mythical—of an old one. 
After all, as my friend Moynihan has so well said, ideals are for 
pursuit, not for attainment. 

In this, as in descriptions of the rest of our material and 
methods, I propose to describe our present state of evolution and 
at the same time to indicate, for the assistance of my successors 
and those who wish to emulate us, where improvement is desirable, 
and how it may be made. I shall, however, in this matter try to 
keep my esthetic and idealistic tendencies within practical bounds. 

The University of Liverpool adjoins the Royal Infirmary, and 
the Gynecological and Obstetrical Department is adjacent to the 
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Hospital. The distance from the entrance to the corridor in which 
the Gynecological and Obstetrical wards are situated to the door 
into the University department is 95 yards. This is, of course, 
a matter of great moment, as no time is wasted by myself and 
my associates in going from one place to the other. 

Figure 1 is a ground floor plan of the department. It will be 
seen that there are museums, laboratories,research rooms, an animal 


house, a lecture theatre, photographic rooms, the Professor’s room, 
and the Secretaries’ room. 


Tue MuSEUuMs. 


These are really three in number. First, there is the museum 
of gynzcological specimens for teaching purposes (Fig. 2). In 
this, the specimens, when pathological, are arranged on a patho- 
logical basis, which corresponds with the pathological classification 
of the patients’ case-cards in the Hospital. A new catalogue has 
recently been prepared, and, in order to facilitate study and 
extension as may be deemed necessary, each specimen is described 
on a card kept in a box fixed on the shelf on which the specimen is 
placed. These descriptions aim at correlating the symptoms and 
history of the case, with the diseased tissues mounted for inspection. 


The classification adopted is abbreviated in the following 
manner :— 


M. = Morphology: anatomical specimens—human and 
comparative. 

P. = Specimens illustrating physiological processes. 

A.C. = Congenital anatomical lesions. 

A.T. = Anatomical lesions due to trauma. 

A.D. = Displacements. 

P.M. = Abnormalities associated with menstruation. 

i. = Lesions due to infections. 

I.N. = Innocent neoplasms. 

M.N. = Malignant neoplasms. 

A.M.C.= Allied morbid conditions. 

T. = Specimens illustrative of surgical technique. 


It may be mentioned that examples of hypertrophy and atrophy 
are grouped under the appropriate subdivisions. j 

Each specimen is, therefore, labelled with letters and a number 
—e.g., M.N.56. would indicate a malignant neoplasm, numbered 
56 in the museum series. The letters given, however, cover large 
groups, each of which may be conveniently subdivided, and this | 
is especially necessary with case-cards. For example, I.N.f. 41. 
would indicate that the specimen so labelled is an innocent 
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neoplasm, a fibromyoma in nature, and is the forty-first specimen 
in serial enumeration. 

The museum labelling of a specimen should always be entered, 
for cross reference, with the pathological entry on the case-card of 
the patient from whom it was obtained. 

We have begun to collect specimens of the normal genitalia 
of the mammals in order to demonstrate the many points of 
interest in comparative anatomy and physiology, especially in 
regard to structural atavisms seen in the human subject. These 
specimens will be placed in group M. Similarly, we are collecting 
gynzcological and obstetrical specimens of comparative patho- 
logical interest, and these will be put along with the similar or 
corresponding specimens taken from the human subject. 

We also intend in due course to attach to the top or one side 
of each glass jar a photomicrograph marked to indicate the points 
of histological importance in the particular specimen. We believe 
that this will add enormously to the value of the specimens from 
a teaching point of view. 

It will be noticed in figure 2 that stools are placed between 
the stands in order that students may sit down and really study 
the specimens. There is, however, a notice in the museum 
requesting students not to lift the jars from the shelves, but to 
turn them about thereon. If lifted and tilted in the hand they are 
occasionally dropped, and there is always the risk of loosening 
the covers. 

The second part of the museum (Fig. 3) is devoted to obstetrical 
specimens and casts, and also to a collection of gynzcological and 
obstetrical instruments. The instruments are mainly of historical 
interest, and need no further comment in this place. 

Since we teach the students about normal pregnancy and par- 
turition along with the general physiology of the genital organs, 
and immediately afterwards deal with the pathology of pregnancy 
and parturition, and of the foetus, it follows that the second museum 
may be grouped under headings M. (morphology, P. (physiology), 
and P.C., which covers all maternal pathological conditions 
associated with conception ; whereas F. is the general letter used to 
cover foetal anomalies. These chief groups are subdivided as 
shown below :— 


Maternal. 
M. = Morphology. 
= Physiology. 
P.C.P. = Imperfect physiological states (e.g.,Subinvolution). 
P.C.T. = Trauma (e.g., Rupture of uterus). 
P.C.Tox. = Toxzemias of pregnancy, 


Infections. 
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Fetal. 
M. = Morphology of foetus. 
F. = Physiology of foetus. 
F.A.C, = Feetal congenital abnormalities. 
F.A.C.M.= Congenital abnormalities of the placenta, cord and 
membranes. 
= Foetal trauma. 
F.Ch. = Affections of the chorion (e.g., Moles). 


F.M.N. = Chorion epithelioma. 


On the walls of both of the museums are hung framed 
photographs and painted illustrations of pathological conditions, 
and there is a fine set of radiographs illustrative of conditions 
associated with pregnancy. 

In the third subdivision of the museum (Fig. 4) we have 
gathered together a number of specimens which may be regarded as 
duplicates from a teaching point of view, but which are valuable 
for research and advanced study. These are arranged and 
catalogued as in the teaching part of the museum. 

There is, besides, a large number of beautiful obstetrical 
specimens mounted in large porcelain receptacles. Here may be 
seen examples of accidental hemorrhage, ruptured uteri and of 
the other conditions that have been removed post-mortem, often 
with the foetus in position. The specimens are embedded in 
plaster of Paris, and are submerged in liquid paraffin, the whole 
having a cover of plate-glass cemented in position (Fig. 5). There 
is, of course, no vaporization from paraffin, as from watery 
solutions, so the glass remains clear, and the specimens are well 
seen and easily studied. These large exhibits are placed in this 
room for convenience. Were there space they would be put 
alongside the other specimens in the obstetrical museum, with 
which they are catalogued. 

In this room are also the models on which the students practise 
and are taught the use of the forceps and other obstetrical instru- 
ments, still-born babies being used in preference to manikins. 
These models, like all yet invented, are but poor substitutes for 
the actual thing. We have in mind certain ideas for the con- 
struction of better models, which may eventually materialize. Sed 
vita brevis est, et ars longa; fugit irreparabile tempus. 

LABORATORIES. 

There is a large laboratory (Fig. 6) in which the routine work 
of the Department is conducted: sections are cut, specimens are 
mounted, and simple biochemical and bacteriological examinations 
are made. 
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‘Professor Ramsden and Dr. Coope are biochemists to the 
Royal Infirmary, so all advanced biochemistry is conducted for us 
in the Biochemical Department. Likewise, Professor Glynn is 
bacteriologist to the Royal Infirmary, and is responsible for the 
bacteriological work of our Department. 

It would be extremely costly and of doubtful advantage, with 
special departments close at hand, to establish bacteriological and 
advanced biochemical work on a large scale in such a‘ department 
as ours, although possibly with adequate equipment and first-class 
personnel such an arrangement might be considered ideal. 

Beyond the large laboratory is a smaller one, separated from 
the former by a partition (Fig. 6). In this the chief laboratory 
assistant works, the pathological reports are written by the 
lecturer, and special investigations are conducted. 

There are, besides, two smaller research laboratories, separated 
from the third part of the museum by partitions (Fig. 4). In 
one of these the lecturer and demonstrator work, and the other 
is at present used for animal experimentation. It is suitably placed 
for this purpose, for there is a door leading from it to a passage-way 
outside, on the opposite side of which is situated an excellent, 
recently constructed animal house for the use of the Department. 


PHOTOGRAPHIC Rooms. 

Both for teaching and for scientific purposes it is a great 
advantage to have good arrangements for photography and photo- 
micrography ; indeed, it may be said that they are essential. It 
is, too, when possible, well to have as photographer one who 
. is also an artist. It is not difficult to get a young laboratory 
assistant, who is capable of drawing, and. who, if helped and 
encouraged, may soon become a skilled draughtsman. I have 
employed several such assistants at different times, who have 
learned to draw specimens while engaged in routine laboratory 
work, and many of their pictures have been published in this and 
in other journals. 

In our Department there are two rooms behind the lecture 
theatre, one of which is used as a dark-room, and the other for 
photomicrographic work. We have no studio for the taking of 
ordinary photographs, so this work is done outside the dark-room 
in the open air, or in some other part of the Department. It is 
hoped that eventually such accommodation may be provided by the 
erection of a glass-roofed building beyond the door leading from the 
photogranvhic room to the exterior. 


LECTURE THEATRE. 
The lecture theatre is in the centre of the block. The students’ 
seats are arranged in tiers semicircularly around the amphitheatre 
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where the lecturer stands (Fig. 7). The theatre, with additional 
chairs, will seat an audience of about 110, and it has been filled 
of recent years almost to utmost capacity. It is lighted in the 
daytime by a glass dome, and there is an extracting fan for 
ventilation. 

There is a good lantern which is worked during lectures by 
the head laboratory assistant, and on the wall behind the lecturer 
are a painted screen in a wooden frame and two drawing-slates 
(Fig. 8). 


ADMINISTRATION. 


The. Professor has a large sitting-room. This is furnished with 
bookcases, containing a small departmental reference library (Fig. 
9). It may be mentioned that all modern text-books for the use 
of students are kept in the Medical Library. 

There is a safe in which valuable material—sections, notes and 
memoranda of investigations in progress—is locked each night. 

Every afternoon tea is served in the Professor’s private room 
for those working in the department, except the laboratory 
assistants, who have their tea together. This room is also used 
by the Staff for reading and writing, and for meetings. 

Adjacent to this is a smaller apartment for the secretaries, 
where the accounts are kept, and the typewriting is done. 


PERSONNEL. 


The present personnel of the Department consists of the 
Professor, the Lecturer (Mr. St. George Wilson), the Senior 
Demonstrator and Curator of the Museum (Mr. S. B. Herd), the 
Junior Demonstrator (Mr. Datnow), and the Ethel Boyce Fellow 
(Miss Standring), who is a research-worker. There are two 
Secretaries, one of whom is partly paid by the Professor, a Photo- 
grapher, a head Laboratory Assistant, and two junior Assistants. 

With the large amount of teaching, which I shall describe in 
my next communication, and the considerable routine and original 
work now being prosecuted in the Department of Gynecology and 
Obstetrics, the efficient conduct of the establishment would be 
impossible with a smaller staff. It must, however, be mentioned 
that at present one laboratory assistant and one of the secretaries 
are provided entirely by the Cancer Research Committee, to which 
organization further reference will be made. 


(To be continued.) 
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Fig. 3. The obstetrical Museum. 
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Fig. 5. Porcelain receptacle containing a specimen of Ruptured Uterus 
with Placenta, 


This illustration demonstrates the clearness with which specimens submerged 
in paraffin and covered with plate-glass can be seen and photographed. 


Fig. 4. Third Museum and Research-rooms. ; 
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Fig 6. General laboratory for routine work. The special laboratory in 
which the chief assistant works is to be seen in the background. 


Fig. 7. Lecture Theatre, showing students’ seats 
and the lantern. 
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Lecture Theatre, showing Lantern 
Screen and Slates. 


Fig. 9. Professor’s Sitting-room. 
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The Technique of Suture of the Uterus after Cesarean 
Section. 


By Professor BLAIR BELL. 


(From the Department of Gynzcology and Obstetrics, the 
University of Liverpool.) 


A FEW years ago I described in this Journal! a method of suture 
of the uterine wound in Cesarean section when the incision had 
been made in the upper segment, which has always seemed to me to 
be the site of election in a vast majority of cases. 

This suture method has given excellent results in over one 
hundred women, many of whom have submitted subsequently to 
second and third Czesarean sections: by this, | mean that I have 
neither knowledge of subsequent rupture of the scar, nor of any 
weakness therein. 

On the suggestion of Dr, Herbert Spencer I have 
now improved the technique with a view to making the 
sutures in the uterus subperitoneal, in order to avoid post- 
operative adhesions. As a matter of fact, in very few of my 
cases in which the operation had been performed in the manner 
previously described, have adhesions to the uterus been found at 
subsequent sections. Nevertheless, this improved method seems 
better in principle. 

As perfected, the procedure is as follows :— 

A large, slightly curved Reverdin needle is passed through the 
peritoneum and musculature of the uterus half an inch below the 
angle of the incision in the uterine wall, and as deeply as possible 
without puncturing the lining membrane of the cavity. A fairly 
long strand of tanned catgut, No. 2 in size, is attached, and the 
needle is withdrawn. The same instrument is then passed through 
the musculature and peritoneum on either side of the incision from 
within outwards, perforating the peritoneum at points one-quarter 
of an inch from the apertures through which the suture had first 
been drawn, and one inch beyond the margin of the incision. 
The catgut thread is then tied, and a mattress suture formed with 
the knot within the uterine wound. 

The rest of the mattress sutures are inserted in the same way, 
a space of three-quarters of an inch being left between each. The 
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deep parts are thus brought into apposition throughout the length 
of the incision (Fig. 1). The last suture is placed in exactly the 
same way as the first, including a portion of the uterine musculature 
beyond the incision. If the case be suspect, the uterus is washed 
out in the manner previously described, and now depicted (Fig. 2), 
before the last suture is tied. 

The second stage consists of the closure of the middle and 
superficial parts of the musculature of the incised uterus. 

This is accomplished, as shown in figure 3, by the utilization of 
the long ends of catgut, left after the first layer of mattress sutures 
has been tied, for a further series of more superficial mattress 
sutures. In this way the whole of the divided musculature is 
brought together to form a very broad, strong mound or ridge. 

Finally, the peritoneum is sutured by means of a turning-in 
stitch (Fig. 4). 

I make no apology for emphasizing the necessity of good 
technique. in regard to the closure of the uterine wound, for recent 
reports show that rupture of the Czsarean scar during subsequent 
pregnancy or parturition is still far too common an accident. | 
feel sure that this is not so often a sequel of sepsis of the uterine 
wound—a process which provides a certain measure of protection 
by means of adhesions—or of failure of suture material, as of 
“aulty technique in the method of closure. 
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Fig. 1. Method of placing the mattress sutures through the 
musculature, with the knots tied in the wound. 
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Fig. 2. The first layer of mattress sutures has been completed, 
except for the tying of the last, and the uterus is being flushed 
in a ‘ suspect’ case, 
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Fig. 3. Method of placing the second layer of mattress sutures, 
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Fig. 4. Insertion of turning-in peritoneal suture after the 
muscular wall has been closed with two layers of mattress sutures. 
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Fibromyoma of the Uterus weighing 47 lbs. 50z. Removal. 


By Tuomas G. Stevens, M.D. (Lond.), F.R.C.S. (Eng.), 


Obstetric Surgeon, St. Mary’s Hospital; Senior Gynecological 
Surgeon, the Hospital for Women. 


Mrs. D., xt. 59. Five children. Menopause occurred at 49, after 
some years of severe menorrhagia. The patient was known to 
have had an abdominal tumour for 20 years, which had grown to 
a very large size. The patient had always refused to have it 
removed as long as she could get about the house and look after 
her children. Except for the great weight of the tumour, which 
made walking very difficult, there had been no particular symptoms 
until the last year, when the patient complained of dyspnoea and 
noticed that the legs were becoming oedematous. Finally, during 
the last few months walking became impossible without assistance 
or holding on to pieces of furniture, 

The patient was brought to me by Dr. Coutts, of Leytonstone, 
on May 18, 1925. She could only walk when held up by two 
people, the gait being rather tottering, with the head and shoulders 
thrown well back to counteract the weight of the tumour. In 
addition, the patient was very fat, short of breath and had cedema 
of both legs. In the erect position the tumour hung down to 
about the middle of the thighs. Turning over in bed was 
impossible owing to the weight of the tumour. The bowels acted 
normally, micturition was normal as to frequency, but only very 
small quantities of urine were passed. 

On examination the abdomen was enormous, and was occupied 
by a large spherical very heavy tumour, which felt solid and hard, 
but had some softer cystic feeling parts in it. There was no 
fluctuation, and a thrill could not be elicited. No ascites was 
discoverable. Vaginally, the cervix uteri could not be reached, 
evidently being levered up out of the pelvis by the weight of the 
tumour, hanging down over the pubes. The heart sounds were 
normal, and there were no lung complications. 

The diagnosis of a fibromyoma of the uterus was made. It 
was considered that the removal by hysterectomy could be done, 
and it was recognized that the chief difficulty would be a mechanical 
one, that of holding up so large a tumour so as to get at the 
broad ligaments. 

The operation was performed on May 26, 1925. Chloroform 
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and oxygen was the anesthetic administered by Mr. J. H. 
Chaldecott. A block and tackle was rigged up over the operating 
table, with four large meat hooks attached, which were fixed into 
the tumour so that it could be pulled up and held in position 
when the abdomen was opened. The incision was about 18 inches 
long. When the tumour was drawn out of the abdomen by means 
of the block and tackle, it was found that the attachments were 
easily dealt with in the usual manner, and the operation of subtotal 
hysterectomy was completed in 35 minutes. There were no 
adhesions. The apparatus worked perfectly and completely 
eliminated the mechanical difficulties owing to the weight and size 
of the tumour, 

The removal of so large a tumour left the abdominal walls in a 
very flaccid condition. No attempt was made to cut away any 
of the abdominal walls as it was felt that any prolongation of the 
operation might lead to shock and possibly .prove fatal. A firm 
binder was applied, and, as it turned out, there was no post- 
operative shock at all. 

The only cause for anxiety during convalescence was very rapid 
breathing for the first week. The day after the operation the 
respirations rose to 40 per minute, without any rise of temperature 
and without any bronchitis or other lung complications. The only 

explanation suggested for this rapid breathing was the alteration 

in the intra-abdominal pressure, coupled with very poor diaphrag- 
matic action. However, the respirations gradually diminished in 
frequency, and by the end of a fortnight were under 30 per minute. 
The wound healed by first intention. 

As the patient was short and weighed about 16 st. without the 
tumour, the fitting of a suitable corset was a matter of some 
difficulty. 

Dr. Coutts reports now, five months after the operation, that the 
patient is comfortable, is learning to walk again, and there seems 
to be every prospect that she will make a complete recovery. 

The tumour, which weighed 471b. 50z. directly after the 
operation, proved to be a single fibromyoma, almost spherical in 
shape, and contained a few small cystic cavities. For the most part 
it was without important degenerative changes. 
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Large Cystic Tumour of the Liver simulating an Ovarian 
Cyst. 


By Tuomas G, Stevens, M.D. (Lond.), F.R.C.S. (Eng.), 


Obstetric Surgeon, Si. Mary’s Hospital; Senior Gynecological 
Surgeon, the Hospital for Women. 


Mrs. R. (et. 52), one child, was brought to me by Dr. Clarke, of 
Horley on October 1, 1925. Piacticaliy the only complaint was 
enlargement of the abdomen, along with a little pain for about 
six months. The patient was extremely thin and wasted, but as 
she had always been thin she did not pay much attention to this. 

The menopause occurred two years ago, at the age of 50, and 
there had been no symptoms of importance in connexion with it. 
Some flatulence was complained of, but there were no other 
symptoms. 

On examination. The tumour, which was about the size of a 
28 weeks’ pregnancy, occupied the greater part of the abdomen, and 
appeared to consist of two parts, one which rested on the pelvic 
brim, and the other which was felt under the left epigastric region,’ 
with a distinct deep sulcus between the two. It was impossible 
to determine whether these two masses were connected or not. 
The consistence of the tumour was that of a mutilocular ovarian 
cyst, fluctuating and exhibiting a thrill in some parts. It was not 
tender, and no evidence of any free peritoneal fluid could be made 
out. The uterus could not be felt separate from the tumour, but 
was thought to be very small. 

The diagnosis of an ovarian cyst was made, and, owing to the 
wasting of the patient and the peculiar upper tumour, it was 
thought that the larger mass was probably a malignant growth 
and that the upper mass was perhaps a secondary growth in the 
omentum. 

An exploratory operation was advised and was done at St. 
Mary’s Hospital on Oct. 6. On the day before the operation the 
patient complained of transitory pain and faintness before leaving 
her home, but apart from some rise in the pulse-rate there was no 
obvious change in her condition. However, there was found to 
be some dulness in the flanks which had not been present at the 
first examination. This was explained when the abdomen was 
opened, as a large quantity of blood mixed with a smaller amount 
‘of clear fluid escaped. After removal it was found that the upper 


732 Journal of Obstetrics and Gynecology 


tumour had ruptured and given rise to intraperitoneal bleeding. 
It was found that the upper tumour was really a part of the lower 
one, and that only one tumour was present. It was seen at once 
that the tumour had no pelvic connections, and an examination of 
the pelvic organs showed the uterus, Fallopian tubes and ovaries 
to be small, atrophied and quite normal, without a single adhesion 
around them, 

The tumour had a large number of adhesions to the anterior 
surface of the omentum, which was partly wrapped round the 
tumour on the left side, but did not reach the mid-line. Very large 
vessels were seen in some of these adhesions, evidently feeding the 
tumour. After separating and tying these adhesions a very dense 
attachment about an inch long was found on the under side of the 
tumour to the root of the mesentery. This was tied and divided. 
It was then found that the only other attachment was by the upper 
part of the tumour to the left lobe of the liver. The edge of the 
liver was flush with the anterior surface of the tumour, and the 
tumour appeared to be growing from the under surface of the 
left lobe over an area of crescentic form measuring about four inches 
transversely and two inches in its widest antero-posterior dimension. 
Four mattress sutures of catgut were passed through the liver above 
the tumour, the liver was cut through and the tumour removed. 
There was very little bleeding on cutting the liver; only one or two 
_small vessels had to be tied. Two or three small round nodules, 
one more than half an inch in diameter, were felt deeply in the 
substance of the liver. The gall-bladder and portal fissure were 
not seen. 

The patient made an uninterrupted recovery. 

The tumour was not cut into until it had been hardened in 
formalin and saline solution. It was very soft and contained large 
numbers of spaces, evidently the result of necrosis of the tissues of 
the growth. The uppermost portion, which was attached to the 
liver, was thin-walled for the most part and honeycombed with 
cysts. This part looked as if it had ‘‘ herniated ’’ out of the main 
tumour; a rupture was found in it, on the posterior surface, and 
this was the source of the hemorrhage into the peritoneal cavity. 
Some fragments of liver are attached to this portion. The main 
tumour, as well as the herniated part, contained large solid tracts 
of tissue, very soft and breaking down easily on light pressure 
with the finger. There is no evidence of any hard nodules in the 
tumour such as would represent bone or cartilage, and these are 
not found microscopically. Many ragged areas are seen on the 
posterior surface to which areas of omentum had been adherent. 

Microscopically, the tumour has the structure of a sarcoma, 
composed of uniform spindle-cells arranged in a structureless 
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‘ matrix, without any fibrillated connective-tissue. Hyaline areas 
are seen surrounded by necrotic sarcoma tissue, and in the neigh- 
bourhood of these there are very large multinuclear cell-elements, 
of elongated form for the most part. Occasional giant cells of this 
type are seen in the well-preserved parts of the growth. One of 
the sections was made through the junction of the growth with the 
liver. This demonstrates normal hepatic tissue with a well-marked 
fibrous capsule on which the growth abuts. The connexion of the 
growth with the liver is very close, but does not show any actual 
invasion of the liver by the growth. Neither is there any evidence 
that the growth is merely adherent to the liver by any inflammatory 
process. 

The question of the origin of this tumour is very difficult to 
decide, and probably is impossibie. The absence of invasion of the 
liver makes it appear that the growth can hardly be regarded as a 
primary tumour of the hepatic capsule. It seems improbable that 
so large a tumour would merely grow out from the hepatic capsule 
without invading the liver. Neither does it seem likely that the 
tumour is a primary growth of the omentum, for this was only 
adherent to the tumour over many considerable-sized areas. The 
absolutely normal condition of the ovaries, tubes and uterus and 
the absence of any adhesions in the pelvis appears to exclude a 
genital origin. The situation of the tumour in front of the omentum 
excludes a retroperitoneal origin from connective-tissue, sym- 
pathetic nervous system, or retroperitoneal organs. Although the 
tumour is atypical some of its microscopical appearances suggest 
that it may be an embryoma which has only secondarily acquired 
an attachment to the liver, but what its original site was seems to be 
impossible to determine. 


The Estimation of Foetal Maturity by Measurements taken 
after Birth. 


By WEAVER ADAMS, 


ALTHOUGH the estimation of foetal maturity must be regarded as a 
matter of considerable medico-legal importance as well as one of 
general interest to members of the profession, no réally reliable 
method of making this estimation has ever been evolved. 

For many years it has been customary to gauge maturity at 
birth by doubling the approximate length of the child, measured 
in inches, and taking the result as the period of gestation, in weeks ; 
this, of course, only applies to cases in which the time of viability 
has been reached, and only such cases are now under consideration. 
For general purposes this plan has proved sufficiently accurate, but 
it was suggested a few years ago that some more reliable rule-of- 
thumb calculation might be worked out by using the length of only 
the head and trunk of the child as a basis. Accordingly, measure- 
ments both from vertex to sole and from vertex to breech have been 
taken as routine in the maternity department of St. Thomas’s 
Hospital since the summer of 1922, and this paper summarizes and 
correlates the figures so obtained. 

It is not suggested that any cut and dried method can outweigh 
the value of observation of well recognized signs of prematurity 
and maturity; such factors as the presence of lanugo, the amount 
of vernix caseosa, the degree of firmness of the cranial bones and 
the state of development of the nails must always be of primary 
importance, but as they do not give data from which accurate 
conclusions as to the maturity may be drawn, even by the most 
experienced observers, the calculation is an important piece of 
confirmatory evidence. 

The period of amenorrhcea may be as useful a guide as any 
provided that the mother is to be trusted to know her dates, but 
menstrual irregularities are so frequent that maternal evidence is 
often rendered quite valueless. The date of quickening is so 
variable, and the precise remembrance of that date by the mother 
is so rare, that it is of practically no value whatever as a guide. In 
the collection of particulars of the cases here referred to, uncer- 
tainty as to dates has greatly increased the volume of work; in all, 
the notes of approximately 1,700 patients have been examined, and 
only 606 have proved sufficiently reliable for the necessary estima- 
tion of the period of amenorrhoea to be accepted. 


. 
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All these patients were delivered in hospital during 1922, 1923 
and 1924, but the fact that only the hospital class of patient has 
been taken into account would appear to make no difference to the 
universal application of any conclusions to be drawn; the investi- 
gations of M. Bruce Murray into the effect of war-time conditions 
on birth-weight and birth-length seem to show that the new-born 
children of mothers living under poor conditions are not inferior 
to those of parents more favourably situated. 


Some authorities, notably Duncan, and Griffiths and Gittings, 
hold the opinion that the maternal age affects the birth-weight, but 
they offer no evidence concerning the birth-length; their views, 
however, are not universally held, and as no definite correlation 
between length and weight has been established by investigation, 
the point of maternal age does not seem to need consideration. 


Bruce Murray’s work has shown that maternal height may have 
some slight association with the birth-length of the infant, and 
Fasbender states that the children of multiparze are longer, from 
crown to sole, than those of primiparz; but because a method of 
calculation for general use is being sought, no heed has been paid 
to these factors, and no distinction has been made between the 
different types of patient. For the same reason cases in which the 
mother has suffered from one or more complications of pregnancy, 
such as the toxezemias, have been included without any distinction, 
except that twin children have not been considered. 


The figures have been obtained in the following way. 


The expected time of delivery has been calculated from the last 
day of the last menstrual period by adding nine months and five 
days, and no case has been accepted in which the exact date of this 
period has not been known. 

The measurements of the children have all been taken on the 
same apparatus, which consists of a flat wooden board about 30 
inches long and g inches wide, fitted with a metal scale along one - 
edge, and with a middle line marked on it; a vertical board, with a 
T-piece to preserve accurate alignment, slides up and down its 
surface, and a second vertical board is fixed to one end, as shown 
in the accompanying sketch (Fig. 1). 

The baby is placed on its back on the flat surface and adjusted 
by means of the middle line, the crown of its head being against 
the fixed vertical board; the over-all length is measured by the 
operator sliding the movable board up to the feet and taking a 
reading from the scale, the child being held flat by an assistant ; 
the ‘‘breech’’ length is then measured in similar fashion, the 
assistant holding the trunk flat and the child’s legs vertical. By 
this method a very fair degree of accuracy can be obtained and the 
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whole operation performed very rapidly. It is done as a rule 
within a few minutes after birth, but in the case of premature 
or delicate babies it may have to be postponed for several hours or, 
in rare instances, omitted altogether. 


FIXED 
“VERTICAL 
PLANE. 
SLIDING 
AL 


VERTIC! 
PLANE. 


Fig. 1. 


The following table (fig. 2) shows in its vertical scale the esti- 
mated duration of gestation, and in its horizontal scale the lengths 
of the children from crown to sole in weeks and inches respectively ; 
with the number of children falling into each class. 
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The next table (Fig. 3) is compiled on the same lines, but the 
horizontal scale. gives the measurements of the children from crown 
to breech. 


10 103 11 rid 12 12} 13 I13$ 14 15 153 16 


32 2 I 3 
33 I I 2 
34 10 
35 2 10 
44 I I I 3 


Total 3 1 17 13 98 80164 90 96 30 16 4 4 606 


From these tables it is seen that of the 606 children, 297 were 
premature, 184 born mature, and 125 post-mature, judged by the 
period of amenorrhoea, 


Considering first the premature births, the following results are 
obtained by calculation :— 


Average maturity ... 38.4. weeks 
True mean of “ overall” “length ... 19.88 inches 
with standard deviation 
and probable error... 
True mean of “‘ breech ”’ length os 

and probable error... 


So far as faith can be placed in calculation based partly on such 
small groups as those of the earlier weeks, it would appear that 
before maturity the ‘‘ breech ’’ measurement is slightly the more 
reliable. 


In the case of babies born in the expected week, the figures are : 


Maturity ... 40 weeks. 
True mean of “ overall length ... 20.36 inches. 
with standard deviation 
and probable error... a + 
True mean of “‘ breech ”’ length 


and probable error ... .09 


” 
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Here the “‘ overall’ length is found to be the more accurate, and 


the deviations are somewhat smaller than in the group of premature 
children, 


The post-mature class show :— 


Average maturity : ... 41.97 weeks 
True mean of ‘‘ overall’ Jength ... 20.51 inches. 
with standard deviation 
and probable error ... 
True mean of breech ”’ length 

and probable error ... 


In this group the “ breech ’’ length appears considerably more 
reliable, the deviation of the ‘‘ overall’’ length being the biggest 
of all in the series. 

The conclusions to be drawn from these figures are rather 
indefinite; there does not seem any reason to think that either 
measurement is preferable to the other, and application of the old 
rule of doubling the total length suggests that the tendency is to 
over-estimate the maturity of children. 

The Correlation Co-efficients obtained from the two tables 
considered as a whole, however, give somewhat more definite 
results. That of the “ overall’? measurements is 0.431 +.022, 
whereas that of the ‘‘ breech’’ measurements is only 0.313 +.025. 

It is thus seen that the ‘‘ overall’’ measurement is the more 
reliable guide, but the inefficacy of the old rule is even more strik- 
ingly shown, because a correlation co-efficient of 0.4 will only allow 
of about 20 per cent. of prediction, and that cannot be regarded as 
accurate enough for any individual working. Only slightly less 
reliable would appear to be an estimate obtained by multiplying 
the breech length by 3, but the only possible advantage to be 
gained by using this method lies in the fact that in practice it is 
easier to obtain a satisfactory ‘‘ breech length’’ than to measure 
the whole length of the child—a point of real importance. The 
general practitioner cannot carry with him a contrivance so bulky 
as that used in the hospital and a tape measure becomes an 
unmanageable article if a vigorously kicking infant has any chance 
of entangling its legs in it. 

Statistics have also been taken concerning the weights of these 
606 children, but no satisfactory means of estimating maturity by 
a combined weight-length factor has been evolved. 

The results of the investigation, then, are negative. Although 
going some way to demonstrate the inefficiency of the old-estab- 
lished method, it produces no better plan, but only one of equal, or 
probably rather less, merit. 
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DR. WILLIAM E, STUDDIFORD, 


Professor of Obstetrics and Gynecology, College of ee 
and Physicians ; 
Director of the Sloane Hospital for Women, New York. 


WE seldom meet men of great personality, men in whom 
greatness of brain is allied to greatness of heart. When we 
do cross their paths an indelible impression of strength and 
gentleness remains. 

Studdiford was such an one. The writer was privileged 
last to meet him within a few days of his death—November 
17th, 1925. On that occasion Studdiford spoke after dinner 
with his old conviction, geniality and generosity ; and he paid 
a very high tribute to the character of British surgeons. He 
said they play the strenuous game of life in the same spirit 
and with the same traditional honesty and restraint as they 
play cricket. 

This, indeed, was the outstanding quality of the man 
himself. Sound in judgment, hating operation for operation’s | 
sake, leading and encouraging his assistants and students; a 
wise counsellor; at all times he played with a straight bat. 
Yet, withal, his happiness of spirit and his infectious humour 
made him a great companion among companions. 

Of his clinic at the Sloane Hospital a few words must be 
said. Ina land where competition in great clinical establish- 
ments is keen and widespread, Studdiford was satisfied with 
less than many. He seemed instinctively to have realized 
that luxury of equipment may lead to laxity of endeavour. 
The shed or the attic have, he knew, been the workshops of 
the greatest. In this respect his outlook conformed closely 
with that of the British surgeon. Scientific, an ardent 
upholder of scientific methods, he still was able to approach 
a patient from the patient’s point of view. His clinic, then, 
although not vast, was a model of what a good clinic should 
be. Studdiford was a great surgeon in the best sense of the 
word. 

The last letter inscribed by the present writer to his friend 
must have arrived a few days after he had left us. It is a 
great grief to write this as a record of the past. 

We Englishmen, who knew him, loved Studdiford no less 
warmly than his American colleagues. 

A comrade, a generous-hearted gentleman has passed, and 
has left the light of his soul behind. 

W. Bvair BELL, 
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BOOK REVIEWS. 


‘“A Manual of Midwifery.’”?” By THomas Warts EpDEN, M.D., C.M. (Edin.), 
F.R.C.P. (Lond.), F.R.C.S. (Edin.), and Earpiey M.D., 
B.S. (Lond.), F.R.C.S. (Eng.). Sixth edition, pp. 685, with 7 Plates 
and 395 Illustrations in the text. J. & A. Churchill, London. Price, 
net. 


The sixth edition of the text book of Midwifery by Eden, which has 
been the classic of the medical student for so many years, has been revised 
by Holland who states in his preface that the whole book has been subjected 
to careful scrutiny; and this is obvious on comparing this edition page by 
page with Eden’s fifth edition. There is scarcely a page on which there is 
no correction or alteration, and yet the characteristic style of Eden has not 
been marred in any way. Holland has succeeded in making ‘‘ a harmonious 
blend ”’ of the new parts of the book—an achievement of no mean merit. 

In the Preface Holland seems rather pleased that he has reduced the 
number of pages by forty, but he apparently fails to notice that the printers 
have put six more lines to a page, with the result that the actual reading 
matter has been increased by roughly ten per cent. So the student doesn’t 
get quite such an advantage as he hopes. However, in other ways the 
student has the advantage that the book has been thoroughly brought up 
to date, and practically all the important work published since the war on 
the subject with which it deals has been incorporated. 

Only one of the old plates has been retained and there are six new ones, 
three of which are those of X-rays with line drawing key to assist in eluci- 
dating the shadows. Nineteen of the old figures have been omitted 
altogether, two showing development of the amnion in the chick and 
mammal might possibly have been retained, but the others have been 
replaced by new figures with advantage. 

Seven figures have been re-drawn. The diagram showing the height 
of the fundus in the different stages of pregnancy is: more easy to memorize 
than those in the former edition. The drawing showing the introduction 
of the left blade of the obstetric forceps has been re-drawn with the blade 
held in the correct position. 

The forty-three new drawings are excellent, both for clarity sind choice 
of subject. Particularly we like the figure illustrating the attitudes of the 
foetal head and those showing manceuvres in breech presentations. We 
think that the four diagrams showing the Movement of Extension and 
Expulsion of the Head should be left in the order in which Eden had 
arranged them. The drawing of bimanual compression of the uterus does 
not correspond with the description in the text. 

As previously mentioned, almost every page has been subjected to some 
revision. Early development of the ovum is given in more detail without 
any marked increase in complexity, and the new sections, on the functions 
of the placenta, on general physiology of the foetus and changes in the 
maternal metabolism are good. The section on X-rays might well be 
increased. This important factor in diagnosis of the conditions during 
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pregnancy is comparatively new, and doubtless this section will be enlarged 
in subsequent editions. 

It is very nice to know that ‘‘ in hydramnios associated with uniovular 
twins there is no doubt that the foetal urine is the source of the fluid.’”” We 
have often suspected this. 

Eclampsia has been completely re-written in accordance with recent 
investigations, and the discussion as to its causation is clear and well 
balanced. The treatment is given in detail, each different school of thought 
receiving due consideration. 

The new description of the bony pelvic outlet is quite good and clear, 
and is perhaps more accurate than the older method of regarding as a plane 
what was really two planes set at an angle. 

The altered description of the management of normal breech is well 
written and illustrated by carefully chosen new pictures. The common 
error in most text books of using the term ‘‘ Transverse lie ”? indiscrimin- 
ately with ‘‘ Shoulder presentation ”’ is here repeated. 

Puerperal infection is grouped into different types, which are not always 
so clear clinically, but which are undoubtedly types which should be looked 
for, especially in regard to treatment. 

We would like to have seen more stress laid on the importance of recog- 
nizing pyelonephritis. during the puerperium as a cause of pyrexia. It 
receives only four lines. Pyelitis in Pregnancy receives three pages, but 
it is not emphasized that it very commonly occurs during the puerperium. 

In the description of the application of the forceps “‘ the left blade is held 
in position by an assistant while the right blade is inserted.’’ The ordinary 
practitioner is not likely to have an assistant to do this, and has to steady 
the left blade with his wrist. 

In the description of the artificial feeding of infants the constitution of 
cow’s milk and human milk is given, and the best dilution is stated to be 
one part of milk to two parts of diluent. Holland then gives in tabuiar 
form a method of producing modified cow’s milk suitable for an infant a 
week old, in which he alters Eden’s figures—-which were also inaccurate 
and produces a mixture which is about one in four and a half—five ounces 
of milk in about twenty-two ounces of mixture. 

Antenatal care is shortly summarized in three pages at the end of the 
book. We feel more space might have been devoted to this important 
subject. 

We suggest these points now in full assurance that the seventh edition 
will soon be called for. 1 


‘Handbook of Gynzecology.’’ For the Student and General Practitioner. 
By BETHELL SoLomons, B.A., M.D., Gynzecologist, Mercer’s Hospital, 
Dublin. Second edition, pp. 303, with two coloured plates and 217 
illustrations in the text. Bailliére, Tindall and Cox, London. Price, 
12/-. 

This handbook has been produced for the use of the student and general 
practitioner. It is therefore of interest to those specialists who are also 
teachers. It is here reviewed from that point of view. 

The essentials of the anatomy concerned are concisely given and with 
very few of the small errors which must, apparently, exist in all such books, 
e.g., on page 6, the vagina is given as a posterior relation of the supra- 
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vaginal cervix, although the illustration provided clearly shows that it is 
not; again, the author must know that the usual statement that the 
fourchette is ‘‘ always torn in first labours ”? can be disproved almost any 
day in the out-patient department; in fig. 11, a cyst of a Kobelt’s tube is 
called the Hydatid of Morgagni. Small points these, but possibly discon- 
certing to the observant junior student. 

Considerable space has been quite justifiably used in describing the 
modern conception of the source of the pigmented cells of the corpus luteum. 
Professor Gatenby and the author are, of course, partly responsible for a 
wider acceptance of this view. 

In Chapter II praiseworthy stress is laid on the necessity for careful 
history-taking and thorough examination—general as well as local. It is 
interesting to note that a scar on the neck may afford a diagnostic clue. 
This is certainly so in some cases of sterility. 

Direct auscultation, as depicted in fig. 17, can hardly be of value in the 
obvious absence of advanced pregnancy. 

It is deemed essential that patients should be examined on that instru- 
ment of torture known as a gynecological chair. Are students to be taught 
that otherwise diagnosis is impossible? Would it not be better to teach 
the methods by which a thorough inspection and bimanual examination can 
undoubtedly be made on an ordinary bed or couch. Apart from the question 
of convenience, surely modesty can be undone as well as overdone. 

The value of simple and combined rectal examination is well brought out. 

Menstruation and its disorders are discussed in the next chapter. With 
the students’ interest in mind the author has been led into providing lists 
of causes of various departures from the normal. As all examiners know, 
such lists can easily become too exhaustive. Thus, on page 62, tumours and 
inflammations of the urethra are given as local causes of meno- and metror- 
rhagia, and the list is even said to be incomplete, ‘ for it will be found that 
most gynzcological ailments are partially represented by the terms 
menorrhagia and’ metrorrhagia as symptoms.” Such a statement cannot 
assist the attainment of clear thinking on the part of the student. 

Inflammatory conditions are considered in Chapter IV. The pathology 
of endometritis is treated on what may be termed the Hitschmann and 
Adler lines. Atrophy of the glands is said. to be always found in chronic 
endometritis : overgrowth is either part of the menstrual cycle or a simple 
hyperplasia. The changes described under the heading ‘‘ Chronic Metritis” 
do not include those found in the now well-recognized chronic subinvolution, 
in which the muscular tissue is hypertrophied. 

Special diagrams have been employed in describing the microscopical 
appearances of cervical “‘ erosion.’”? Two types are recognized, simple and 
glandular. The very striking formation of new glands though depicted, is 
not mentioned in the text. Healing of an erosion is believed to be a rather 
complicated three-stage process. It is unfortunate that the student should 
be told that with an erosion ‘‘all the symptoms of endometritis are present.” 
Ectropion, on the other hand, is correctly stated to have leucorrhcea for its 
chief symptom, and “there may be the symptoms of an accompanying 
endometritis.”’ It is possible to find in this book a number of other diseases 
which are stated “to give rise to the symptoms of endometritis,” e.g., 
benign tumours of the Fallopian tubes (p. 137), dextro- and leevo-version of 
the uterus (p. 177), congenital prolapse (p. 182), acute and chronic ovaritis 
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(p. 99), chronic salpingitis (p. 95), and even acute anteflexion of the uterus 
(p. 166), 

In Chapter V. tumours are thoroughly dealt with. A short account of 
ovarian hemorrhagic growths due to endometrial implants is included. 
But surely the credit for this romantic discovery in gynecological pathology 
should be given to Dr. J. A. Sampson and not to Dr. K. V. Bailey. 

Shortage of space hampers the author in his consideration of the all- 
important subject of differential diagnosis. As is advised in the preface, 
the book should be read in conjunction with comprehensive teaching at a 
hospital. 

Displacements are next discussed. Under this heading various flexions 
and versions are described and illustrated. The author’s well-known views 
on the benefits arising from operative treatment of mobile retroversion are 
strongly urged. In certain carefully selected cases in which severe vomit- 
ing is the only symptom, “the results of a simple operation for displace- 
ment are nothing short of miraculous.’”? The sound principles underlying 
the modern operative treatment of vaginal and uterine prolapse are 
explained and commended. 

In Chapter VII. ‘‘ Pathological conditions which do not fall under fore- 
going headings ”’ are dealt with more or less fully. The ground is covered 
from headache to coccygodynia. Kraurosis vulve is said to ‘‘ spread 
entirely over the vulva.” This statement is made in spite of the fact that 
Comyns Berkeley and Victor Bonney’s paper on the subject is evidently 
known to the author. 

Special attention is paid to the difficult subject of sterility, presumably 
on the ground that “‘ at the present time it is especially important for the 
Nation that all her daughters should be mothers”! A full and clear 
description is given of the author’s modification of Rubin’s method of test- 
ing the patency of the Fallopian tubes. Posterior division of the (anteflexed) 
cervix is strongly condemned in this chapter, as well as in two other places 
in the book. The reviewer happens to have had most satisfactory results 
from this operation. It would appear to him that the difficult method 
described by the author, of inserting the necessary sutures, must be one 
factor in producing the bad results which are here deplored. 

An excellent Chapter (VIII.) on the use of certain gynecological instru- 
ments—sound, specula, pessaries, etc., follows. In it fig. 142 shows a 
ridiculously small ring-pessary encircling the cervix. 

Operations, together with short accounts of the preparation and after- 
treatment, are described in Chapter X. The essentials only are given, 
concisely, clearly and excellently illustrated. This is probably the most 
interesting and valuable chapter in the book. 

The author has thought fit to add a final chapter, by Dr. Walter Steven- 
son, on Radium and X-rays in gynecology. It may be too technical for 
-most students and many practitioners ; its presence helps to prove the very 
up-to-date character of the book, which though prepared for students and 
practitioners will probably be of most value to the specialist. 

M..H. P. 
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“The Statics of the Female Pelvic Viscera.”” By R. H. Paramore, M.D., 
F.R.C.S. Published by H. K. Lewis & Co., Ltd. Vol. I. Demy 8vo, 
pp. 383, Figs. 25; Vol. II. Demy 8vo, pp. 484, Figs. 58. 

To the ordinary simple mind, it would appear that the uterus, vagina 
and bladder ate retained within the pelvis because they are attached 
io and incorporated with the other structures that together make up the 
floor of the pelvis. Just as an adherent placenta, for example, is tetained 
within the pelvis because it is adherent to the wall of the uterus. it Dr. 
P ramore writes: ‘‘ In a succession of papets, a few years ago, I showed 
that the pelvic viscera are retained within the pelvis and are thus ‘supported’ 
by the pelvic floor .. . This pelvic floor is a complicated structure consisting 
cf a bilateral musculature .... The bilateral musculature consists of the 
levatores ani and the coccygei muscles.’”? Dr. Paramore thus limits the 
meaning of the term “ pelvic floor ” and uses it as a name for the muscular 
portion of what is generally known as the pelvic diaphragm. The supreme 
importance of this muscular tissue is the hypothesis elaborated throughout 
the book, which might be described without impropriety as an apotheosis 
of the levatores ani. This subject could not have found a more able and 
enthusiastic exponent than Dr. Paramore. In the first volume he has 
approached it from the academic standpoint and has argued from anato- 
mical, physiological and pathological data with striking ingenuity and 
unwearied skill, giving references to the works of nearly a hundred authors. 

The second volume is ‘‘ an historical and critical survey of ‘ Prolapse’ 
and its operative treatment up to the end of last century. It leaves aside 
the suspensory operations which appeared towards the end of this period, 
and necessarily does not treat of recent work.”’ Bringing in support of his 
thesis ‘‘ the evidence of surgery from 1742 to 1899,’’ Dr. Paramore has 
written a mine of wealth for those interested in the past of vaginal surgery, 
and has compiled a bibliography of 199 useful references. He has not 
‘‘ hesitated to stay to consider the views of surgeons even at length, and to 
argue and even expostulate with them.’’ On the whole he is not very 
complimentary to them. He allows that many operations cure some cases 
of prolapse; and “it is true,’’ he says, “‘ that the proof of the pudding is 
in the eating; but it is equally true that a post-prandial happiness does not 
necessarily depend on the pudding consumed. We do not dine off pudding’”’ 
(Vol. II, page 7). 

It is interesting to read how Dr. Marshall Hall thought out anterior 
colporrhaphy in 1831, and how the operation was done with success in that 
year by his colleague, Mr. Heming of Kentish Town. Again, it appears 
that Walter Whitehead, of Manchester, celebrated as a remover of tongues 
and piles, wrote a good paper on prolapse in the year 1872; and that he 
had treated 15 cases, though not to his own satisfaction, by combinations 
of anterior colporrhaphy, amputation of the cervix and posterior colpor- 
thaphy. . 

Berry Hart tegarded the “ pelvic floor ’” as the whole of the structures 
which occupy the pelvic outlet, including the peritoneum within and the 
skin without. A very important step was made when he poitited out that 
the uterus, vagina and bladder together form a portion of the pelvic floor 
which is more movable than the other structures which help to occlude the 
pelvic outlet. Upon this followed his definition of prolapse as a downward 
dislocation of the more movable portion past the more fixed portion of the 
pelvic floor, As Dr, Paramore correctly says, Hart studied sagittal mesial 
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sections of the pelvis, In these there is nothing to be seen attaching the 
uterus, vagina and bladder to the adjacent structures but loose connective 
tissue. If the organs had no other than their mid-line moorings, prolapse 
would doubtless be a feature of normal womankind. Hart did not show 
how it is that anyone escapes it. 

That important advance was made when anatomists, largely by the study 
of transverse sections, recognized that the uterus, vagina and bladder are 
moored within the pelvic diaphragm not by their backs or their fronts nor 
their tops nor their bottoms, but by their sides, where indeed they receive 
their blood supply. Surgeons, also, found that when removing the uterus 
and vagina they had to cut through quite a lot of laterally-placed unstriped 
muscle and firm connective tissue; as well as blood vessels, lymphatics 
and nerves. Whether these structures are named ‘ parametrium and 
paracolpos ’’ or ‘‘ sub-peritoneal tissue,’’ or ‘‘ infra-peritoneal tissue,” it is 
they which prevent, so long as they are normal, the development of faults— 
in the geological sense—between the more movable and the more fixed 
portions of the pelvic floor. It follows that the essential and constant lesion 
which precedes prolapse is relaxation and elongation of the sub-peritoneal 
tissues, whether this be due, as in most cases, to defective involution after 
pregnancy, to developmental defect or to any other cause. Viewed in this 
light, increased intra-abdominal pressure and injuries of the pelvic dia- 
phtagm and perineuii are separable accidents which may indeed favour 
prolapse when the organs are loose; but which do not produce it (pace Dr. 
Paramore) when the organs are normally attached. It is to be regretted 
that the author of this interesting history of plastic vaginal surgery did not 
bring the subject up to the present date instead of stopping at the end of 
last century. Had he done so he would have found that the secret of 
modern operations is the bringing together in the middle line of the body 
parametrium and paracolpos which were previously lateral in position and 
some distance apart. The structures, in short, are tightened up by 
lengthening their course. It is recognized that operations which succeed in 
this object are amongst the most reliable and satisfactory in the whole 
range of surgery. The illustrations are excellent and each volume has a 
good index. W. E. FOTHERGILL. 


‘‘ Malarial Infection as it occurs in late Pregnancy and early Infancy.” By 
D. B. BLacKLocK and R. M. Gorpon. Ann. Trop. Med. and Para- 
sitology, Sept. 1925, Vol. 19, No. 5, pp. 327—361. One Coloured 
Plate, many Fifiures, Tables and Graphs. 

This is a most interesting and exhaustive study carried out at Sierra 
Leone, where the malignant type of malaria is rampant in the endemic 
population. Out of 155 parturient native women, aged 15—42, 59, or 38 per 
cent. were infected with P. falciparum, in 10 only of these were perasites 
found in the peripheral blood as well as the placenta, in 45 the placenta 
only was infected. A careful examination of the infected placenta was 
made in all the cases to show whether the whole placenta was equally 
infected or whether the parasites were concentrated in special parts. It was 
noticed that though often heavily infected with young parasites no crescent 
bodies were found in the placenta. The anatomy and circulation of the 
placenta is minutely described and the position of the parasites demons- 
trated. The authors found no evidence of the transference of parasites from 


Wie 
if 


746 Journal of Obstetrics and Gynecology 


the placenta to the child’s blood, but their presence is associated with 
abnormal labour, and the death rate of the child in utero, or within seven 
days after birth is high. The authors, however, cannot say that the children 
are never infected us the parasites may be present in the internal organs 
when not demonstrable in the peripheral blood (Manson Bahr notes that in 
England infants have been infected through the mother, and I have shown 
that trypanosomes are sometimes found in the organs of infected guinea 
pigs, and a priori, it is possible in malaria). 

The following table shows the ratio of deaths among infected and 
uninfected at Freetown Hospital :— 


Born of 55 __ Born of 95 
infected mothers. uninfected mothers. 
Total. No. % No. % 
Children born dead . Io 4 28.6 
Children who died within 7 
23 28.1 


Totals... 


It is considered that in these heavily infected placentas that there are 
large amounts of malarial toxins which are, at least in some cases, capable 
of penetrating into the child’s circulation, and these toxins together with 
the other degenerative changes in the maternal placental blood are the 
causes of the infant mortality, for they found in the blood of the cord close 
to the placenta similar changes as seen in the blood of the mother. 

The examination of 800 young children for the age of onset for malaria 
showed a steady rising curve up to the age of one and a half years, possibly 
due to the decreasing passive immunity derived from the mother. 

With regard to quinine it is concluded that if given in sufficient doses 
and early enough the drug does help to prevent, or at least reduce the 
infection of the placenta, and it was found that the drug given to the mother 
is excreted in the urine of the child. The coloured plate clearly shows the 
malarial infection of the placenta. P. W. BASSETI-SMITH. 


“An Introduction to Sexual Physiology; for Biological, Medical and 
Agricultural Students.”” By F. H. A. F.R.S. London: 
Longmans Green & Co., 1925. Price 7/6. 

The second edition of the writer’s larger work on ‘‘ The Physiology of 

Reproduction ’’ was reviewed in this Journal (Spring No., 1923) and given 


a hearty welcome as the best work in English on the physiological processes 
of reproduction. Though the smaller work now before us is intended as an 
elementary manual for students it will be found to give a much more 
extensive review of sexual and reproductive physiology than is to be found 
even in the large works on Physiology. Indeed, in some ways, it is more 
inclusive than the author’s larger book as a short account is now given of 
the development of the embryo and Mendelian inheritance, 
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The book opens with an Introductory Chapter, in which the processes 
of reproduction are traced upwards from lowly biological types, followed 
by a chapter on the Structure of the Reproductive Organs in the Higher 
Animals. Chapters on the Mammalian Sexual Cycle, Pregnancy, and on 
Parturition and Puerperium follow, and then three chapters entitled The 
Internal Secretions of the Organs of Reproduction, Heredity and Sex, and 
Fertility. 

Dr. Marshall has shown some courage in saying that there is now 
sufficient evidence to explain that ancient mystery of Obstetrics, the cause 
of the onset of labour, by means of the rhythm of the endocrine activities 
of the ovary. It would appear that so long as the corpus luteum dominates 
the ovarian metabolism, the normal ovarian secretion, which promotes 
rhythmic uterine contractions is inhibited ; with the involution of the corpus 
luteum fhe ovarian endocrine mechanism through the intermediation of the 
pituitary, resumes its activity and the tolerance of the uterus for the foetus 
no longer continues—hence expulsion. It is sincerely to be wished that this 
may settle a thorny problem finally, or at any rate till the next edition of 
the book appears. 

There is an interesting discussion on the determination of sex, sex 
reversal and intersexuality in which the salient features in the work of 
Morgan and his school and of Goldschmidt are set forth. Indeed, all the 
later chapters are packed with information, but in almost too concentrated 
a form to be easily assimilated—certainly by the ordinary student. The 
effort to include so much matter, and to make it useful to the biologist, the 
medical and the veterinary student in large print in 150 pages of text has 
not made for easy reading. - 

All engaged in the teaching of Obstetrics and Gynecology will be 
delighted to have in so handy a form an excellent précis of sexual phy- 
siology and to know that those of their students whose thirst for knowledge 
cannot be quenched by clinical textbooks only, can be referred to this 
fountain. 

The teacher of obstetrics may regret that the phenomena of labour and 
the factors interfering with physiological action of the uterus have not 
been given any more prominence than in the larger book as well as the 
almost entire exclusion of the excellent biochemical section that formed one 
of its most valuable features, but should recognize the impossibility in a 
single volume of this size of satisfying the wants of a mixed audience. 
Until medical students and practitioners are so far roused to the importance 
of a knowledge of reproductive physiology as to create a steady and suffi- 
cient demand for a work solely for their particular needs, they must not 
complain if biochemical and other matters of moment to them are cut down 
to allow of discussions on maternal impressions, telegony and prepotency, 
that are of importance to stockbreeders. JOHN S. FAIRBAIRN. 


** Gynzecological Operations.”” By Kart FRANz. Berlin: Julius Springer, 
1925. Large octavo, pp. 279. Price 69 Marks (bound). 
Gynecologists will welcome the appearance of the new illustrated work 
on Gynecological operations by the distinguished professor at the Berlin 
Charité. 
It deals with an amount of material which can only be described as 
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colossal, and the quality of the operative results is as striking as its amount. 

There were— 

801 operations for ovarian tumours with 17 deaths=2.1 per cent. 

631 operations for adnexal disease with 8 deaths=1.3 per cent. 

251 operations for early ectopic gestation with 2 deaths=.8 per cent. 

4 operations for advanced ectopic gestation with o deaths=o per cent. 

635 abdominal supravaginal hysterectomies for myoma with 10 deaths= 
1.6 per cent. 

302 abdominal total hysterectomies for myoma with 12 deaths=3.7 per cent. 

354 vaginal hysterectomies for myoma with 3 deaths=.8 per cent. 

94 abdominal nucleations for myoma with 2 deaths=2.1 per cent. 

619 extended abdominal hysterectomies for cancer of the cervix with 87 
deaths=14.1 per cent. 

300 Ceesarean sections (excluding cases done for myoma and cancer of 
which the number is not given) with 4 deaths=1.3 per cent. 

These figures speak for themselves ; but we hope the author will publish 
further details of some of these classes of operation. 

To take the first class mentioned in the list. We do not know of any 
series showing such favourable results, and it would add to the interest 
of the cases if it were stated how many days after operation the patient 
remained in the hospital before being discharged as cured (geheilt). The 
801 “‘ operations for ovarian tumours ”’ included 133 operations of which 31 
were merely exploratory operations, and it is not stated how many of the 
801 operations were ovariotomies and how many exploratory operations. 

Although the mortality rate is very low in all except the cases of cancer 
treated by abdominal hysterectomy, there appears to have been a high rate 
of infection of the abdominal wound. Thus for cancer of the cervix, 20.1 
per cent. of the Berlin cases and 30 per cent. of the Jena cases suppurated, 
and of the 300 Ceesarean sections (all low “‘ classical,’ none extra-peritoneal) 
27.7 per cent. of the wounds became infected. For many of the classes of 
operation no particulars are given of the infection of the wound and no 
mention is made of bursting of the wound, which is known to occur in 
longitudinal wounds where catgut only is employed. We hope the author 
will publish further details on this important point of wound infection : to 
the reviewer it appears probable that the high rate of infection in the cases 
given is due to the author’s use of powerful retractors (the rahmenspeculum) 
and to the employment of catgut. 

In the introductory part of the book dealing with the preparation of the 
patient, operator and instruments, there is: nothing to be remarked upon. 
The three special points to be noted in the author’s technique are his 
exclusive use of catgut, his employment of the Pfannenstiel incision during 
the last 19 years for all laparotomies except Ceesarean section, and the 
extensive adoption of lumbar anzesthesia. 

With regard to the exclusive use of catgut and especially to a continuous 
suture for the fascia, it is probably fortunate that the author uses the 
Pfannenstiel incision, otherwise the frequent infections of the wound would 
tead to many herniz; the author states that in spite of suppuration of the 
wound hernia hardly ever occurs. The reviewer thinks highly of the 
Pfannenstiel incision, but does not employ it in the case of large tumours, 
and thinks that the author’s practice of tapping large ovarian tumours and 


dermoids is calculated to increase the danger of infection and of dissemina- 
tion of growth. 
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The author gives a very full account of the results of lumbar anzsthesia 
(novocaine and tropacocaine) in 6,015 cases. Of these,1 6 patients died as 
a result of the anzesthetic, 7 from meningitis, 5 had severe cerebral affec- 
tions, but recovered. Headache and pains in the neck occurred in about 
10 per cent. of the cases ; diplopia in a few cases; persistent vomiting (last- 
ing up to two weeks) in 6.5 per cent. of the cases. 

Thus 16 cases, about 1 in 375 cases, actually died as a result of this 
method of anesthesia. Against this the operator puts the greater facility 
of the operation owing to the flaccidity of the abdominal wall and the 
retraction of the intestines. To the reviewer it seems doubtful whether 
such an extensive use of spinal anesthesia is justified, considering how 
rarely ether (which is also used by the author) administered by a skilled 
anzesthetist leads to the death of the patient. 

The author is to be congratulated on his most valuable contribution to 
the study of operative gynzecology. 

A special meed of praise is due for the coloured illustrations, which are 
plates from photographs in colour. They add greatly to the beauty of the 
work and are so life-like that the excellent black and white plates to explain 
the coloured plates were hardly necessary, at least for gynzecologists. These 
black and white plates take up much space in:a work of 279 pages and 
perhaps partly explain the the price (69 Marks) at which the bound volume 
is published. H.R. S. 


Gynakologische Psychotherapie Ein Fiithrer fiir Arzte und Studierende.” 
Von Dr. Med. WiLHELM LIEPMANN, A.O. Professor der Frauenheilkunde 
an der Friedrich Wilhelm-Universitaét zu Berlin. 

“‘ Gyneecological Psychotherapy : A Guide for Practitioners and Students.” 
By Dr. WILHELM LIEPMANN, Extraordinary Professor of the Diseases of 
Women, Frederick William University, Berlin. Urban and Schwarzen- 
berg, Berlin and Vienna. Price unbound 7 marks 50, bound 9.50. pp. 
208. 

Dr. Liepmann has published in this work a series of ten lectures 
delivered by him on the importance of Psychotherapy in the practice of 
Gynzecology. The earlier lectures deal with general medical psychology 
whilst the others are devoted to sexual psychology, the special gynzeco- 
logical psychical functional disorders, the diagnosis of psychogenic gynz- 
cological diseases, and lastly psychotherapeutic methods. 

The lectures are clear and concise and the reader is spared that weari- 
some prolixity so characteristic of the Teutonic medical-writer, who must 
needs consider every subject “‘ von Adam aus.” Dr. Liepmann rightly 
insists on the necessity for a thorough physical examination before con- 
cluding that the case is one for psychotherapy, quoting the adage ‘“‘ Was 
man nicht diagnosticiren kann das sieht man als hysterisch au.”” (What 
one cannot diagnose one regards as hysterical.) Moreover, every medical 
practitioner will admit the difficulty of duly appraising the mental element 
in female ailments. Although some female ailments may be purely psy- 
chical, yet organic disease may be complicated with psychical symptoms, 
and unless these are relieved, even if the organic disease be removed, a 
complete cure is not obtained. After perusing these lectures a sense of 
disappointment is experienced when reading the last lecture in which the 
methods of treatment are detailed. Travel, rest cure, sport are all recom- 


750 Journal of Obstetrics and Gynecology 


mended, whilst the best of all is work, which interests and so com- 
pletely fills the time that the invalid forgets her ailments. All this is 
the commonplace of medical practice. The character of her dreams is held 

by the psychotherapist to be an indication of latent ‘‘ mental conflicts.” 
* These ‘ mental conflicts? must, through persuasion, be made comprehen- 
sible to the patient. Again, the psychotherapist must act as mediator in 
certain ‘‘ marital conflicts ’? of which dyspareunia is a common cause. Dr. 
Liepmann concludes with the exhortation that to be a physician in the 
highest sense of the word you must ‘‘ Arzt und Sulsorger in einer Person 
sein.’’ (You must be both physician and mental healer.) 

We are told in the text that Psychotherapy cannot be practised in the 
Clinic or the Hospital but must be reserved for the quiet atmosphere of 
the study or consulting room, where the patient, reclining on a couch 
while the physician stands behind her, unburdens her soul in response to 
the persuasive tongue of her interrogator. She has to recount her dreams, 
her ‘‘ marital conflicts,’ her troubles domestic or other, and, if need be, her 
infidelities. Surely all this is worse than the ‘‘ confessional,’? which has 
been a subject of controversy throughout the ages. Verily psychotherapists 
should be supermen whose lofty ideals would make them tower above their 
fellows! Nevertheless psychotherapy has come to stay, and it is incumbent 
upon every medical practitioner to study and absorb what is good in it. 
Every successful medical practitioner is consciously or more often uncon- 
sciously a psychotherapist. Indeed this may be the explanation why some 
brilliant men are failures in practice, because they are lacking in that 
personality which inspires confidence, comforts the patient and tends to 
counteract the psychical element in her disease. 

Psychotherapy must play an important part in the treatment of the 
diseases of the female sexual organs, and for this reason those who specialize 
in this department of medical practice must take pains to keep themselves 
au courant with the advances which are being made in this department of 
therapeutics. Psychotherapy is a powerful remedy for good or for evil. 
Let us hope it may be always used for good. F. J. McCann. 


‘ Babies.”” By A. G. G. THompson. Crown 8vo, 74X5, pp. 32. Oxford 
Press. Price 1/-. 

The first chapter on ‘“‘ The Expectant Mother ” is sound but all too brief. 
On reading through the rest of the book one wonders whether the writer 
has ever had any practical experience of babies, e.g., he states that the 
normal infant sits up at six months! The chapter on artificial feeding 
leaves one breathless—‘‘ Never limit the feed to so many ounces, always 
give baby as much as he can take. It is impossible to harm a baby by 
letting him take as much as he can.’”’ The signs of over- and under-feeding 
leave one confused, at any rate the impression given is that neither can do 
much harm. : 

The chapters on clothing, fresh air, and hygiene are sound on the whole 
but old-fashioned in parts ; the unscientific advice as to feeding would make 
it a dangerous book to put into the hands of an ignorant ‘mother. 

M. LIDDIARD. 
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July 18, 1925. 
*Radium treatment of the uterus. (Annotation.) 
August 1, 1925. 
*The treatment of irregular teeth in adolescence. G. Northcroft. 
August 15, 1925. 
Rheumatic infection in childhood. (Leading Article.) 
September 5, 1925. 
*Induction of premature labour. A record of 72 consecutive cases. Frances 
Ivens, Hilda Cantrell and J. K. Reed. 


September 12, 1925, 
*A standard for maternal morbidity. (Annotation.) 
International Congress of Child Welfare. (Special Article.) 

September 26, 1925. 
*The Rotunda Hospital Report. (Annotation.) 

October 3, 1925. 

*Notes on the surgical treatment of brachial birth palsy. J. Gilmour. 
*Atrophy of renal origin in a young infant. Chisholm and Willock. 
Embryonie differentiation. (Annotation.) 


October 10, 1925, 
Case of the primigravida. (Annotation.) 


October 17, 1925. 
*A note on chronic endocervicitis. The end results of operation. J. W. 
Burns. 
October 24, 1925. 
Respiratory catarrh in children. R, C, Clarke. 
October 31, 1925. 
*On the nature of urinary protein, with special reference to cases of 
eclampsia. A. Hynd. 


Treatment of abdominal adhesions. Anderson describes adhesions in the 
peritoneal cavity as inflammatory or traumatic, the predisposing factor 
being ascribed to (1) sepsis of low virulence, (2) excessive trauma, (3) in- 
complete haemostasis. He also describes a condition which he terms 
“adhesions diathesis,’”’ in which a slight and strictly limited ‘‘ operation 
may lead to prolonged crippling and suffering.’”’ He draws attention to the 
necessity of covering all raw surfaces during abdominal operations and says 
that the introduction of fluids such as liquid paraffin, vaseline, and gum 
acacia to prevent adhesions forming has not proved of any practical value, 
and also points out that drug treatment to keep the coils of intestines 
moving, so to speak, once advocated, is of no avail—apart from its danger. 

In the treatment of post-operative pain and discomfort ‘ radiant heat ” 
is suggested as having been found to give considerable relief. In severe 
cases opening the abdomen and freeing adhesions carefully is recommended 
using a sharp knife and avoiding scissors with their crushing effect and 
blunt dissectors, and covering all raw surfaces. Drainage, which pre- 
disposes to adhesions, must not be employed. , 


Radium treatmert of the uterus. The annual report on the treatment of 
patients at University College Hospital with the radium allotted by the 


‘ 
E 


Review of Current Literature 753 


Medical Research Council contains a summary of the results of the last 
three and a half years. The quantity of radium allotted is 372 mg. of 
radium sulphate, and is put in 11 containers of .5mm. thickness of 
platinum. Lewis repeats his warning referring to the “ stimulant effect 
of inadequate radiation causing generalized carcinomatosis,’ and shows 
that it is being more and more demonstrated that a case is better left alone 
than treated with an inadequate amount of the radium salt, and this 
especially applies to the treatment of carcinoma of the cervix. Lewis 
states definitely : ‘‘ Carcinoma of the cervix adequately treated with radium 
disappears entirely.”’ In the treatment of menorrhagia by radium, out of 
32 cases of menopause hzemorrhage 27 are now well in every way. Menor- 
thagia due to fibroids has also responded well to radium. ‘‘ Cross-firing ”’ 
does not appear to be the practice at University College Hospital. 


The treatment of irregular teeth in adolescence. This is an interesting article 
divided into two parts: (1) Preventitive orthodontics; (2) Treatment of 
established irregularity. The author draws attention to the proper diet, 
not too soft, and condemns the chocolate ‘‘ to go to sleep with.” 

Under Oral Hygiene he advocates gurgling and washing but condemns 
tightly antiseptic washes and tooth-pastes. He says ‘‘ teach a child to use 
the buccinators from the earliest age, and the tooth brush, which really 
needs very skilful use to be efficient, can be eliminated. 

Under treatment of established irregularities he states that although 
many severe cases of irregularity may be treated successfully without 
extraction at the age-period under discussion, intelligent use of forceps 
with or without supplemental treatment seems to offer the surest means of 
the best results. 


The induction of premature labour: a record of seventy-two consecutive cases. 
At the commencement of their article the authors give an account of the 
history and, propriety of the operation. In their cases they used the “ toy 
balloon ”? method, distending the balloons with sterile water, not using 
more than 16 ounces of fluid. Of the 72 cases 30 were primigravide and 
42 multigravidee, 65 being delivered per vias naturales and seven by 
Cesarean section. The average time from induction until the pain began 
was 8 hours 20 minutes. Of 74 infants 72 were born alive, one being a 
hydrocephalic monster and the other a pelvic presentation in a primigravida 
in which there was trouble with the after-coming head. All the mothers 
survived. 

The authors formed the following conclusions :—That by the induction 
of premature labour in suitable cases a considerable amount of unnecessary 
suffering from prolonged labour due to minor pelvic contraction is avoided 
and in addition induction of premature labour is not so inimical to the child 
as published statistics maintain. 


A standard for maternal morbidity. This article points out that, if the defi- 
nition of puerperal morbidity laid down by the British Medical Association 
in 1905 were adopted the various international statistical returns on mor- 
bidity could be compared and so some idea of the incidence of puerperal 
infection could be obtained and also the relative value of the many forms 
of treatment. The writer suggests that the medical statistician associated 
with the League of Nations should draw up a memorandum on the subject 
and arrange a standard. 
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The Rotunda Hospital report. This is a brief account of the report of the 
Rotunda Hospital for the year 1923—1924, appearing in the August number 
of the Irish Journal of Medicine. 

Attention is called to a condition peculiar to primiparee and described as 
“persistent primary uterine inertia.’’ Dr. FitzGibbon emphasizes that in 
“Induction of Labour ”’ by passing an indiarubber tube, all the tube must 
be passed into the vagina, and the vagina not packed with gauze so as not 
to interfere with free drainage and to avoid infection. Forceps are 
advocated for the delivery of a breech presentation, and were applied five 
times with satisfactory results. 

The account of the report says that in discussing ‘‘ contracted pelvis ” 
it is stated that almost every primiparous patient is given a trial of labour 
up to the rupture of membranes before deciding on delivery by section! 
Pubiotomy was only done in one case. Czesarean section was performed on 
Ig occasions with no maternal mortality. In 19 cases of eclampsia the 
routine Rotunda method was adopted with no maternal mortality, all but 
four infants being born alive. Those interested would be well advised to 
read the original article in the Irish Journal of Medicine. 


Notes on the surgical treatment of brachial birth palsy. Gilmour describes 
brachial birth palsy, particularly the Erb-Duchenne type. He advocates 
early operation though the cases described and operated on by him were 
14, 17 and 11/12 years of age, the last being nine years old, and of these in 
two only was it possible to attempt to resect damaged nerve roots, but in 
the other two it was only possible to dissect adherent and scarred fascia 
from the front of the plexus. This communication is a preliminary one, 
and Gilmour promises a further report on the cases later. ; 


Atrophy of renal origin in a young infant. This is a description of a female 
child of five weeks weighing 4 lbs. with a history of dyspepsia and loss of 
weight. The child lived seven months, and at the post-mortem examina- 
tion the kidneys were found “‘ finely granular with adherent capsules.” 
Both kidneys microscopically showed well marked fibrosis and atrophy. 


A note on chronic endocervicitis. The end results of operation. Three years ago 
Burns suggested that the treatment of erosions in chronic endocervicitis 
was removal of the erosion with the lower half or lower two-thirds of the 
cervical canal, ie., the infected portion. He performs the operation 
originally described by Sturmdorff, removing a cone of the vaginal portion 
of the cervix and then inserting sutures. 

He now gives an account of the effect of the operation on subsequent 
conception, pregnancy and labour, and shows that in 120 cases the operation 
had no deleterious effect. He points out in conclusion one great advantage 
of the operation, namely, the removal of a potentially malignant area, and 
recommends it as bringing about a rapid and permanent cure in this very 
troublesome condition. 


On the nature of urinary protein, with special reference to cases of eclampsia. 
In the course of examination of the urine from a typical case of eclampsia 
Hynd determined the optical activity found that it was considerably less 
leevorotatory than expected considering the amount of protein in the 
specimen. In a very technical, instructive and carefully thought out paper 
the author describes his experimental methods and gives his results to 
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which the above finding led. He finds that the protein excreted in various 
conditions is not always identical. In 14 cases of eclampsia the protein in 
the urine could be sharply divided into two groups, using the optical test, 
i.e., (1) The protein being similar to serum albumin; (2) The protein 
approximating closely to that of cow’s albumin. He puts forth three sug- 
gestions in conclusion :— 

(1) That in certain types of eclampsia the urinary albumin may be 
mainly lactalbumin. 

(2) That eclampsia may be an anaphylactic reaction due to circulation 
in the blood of this foreign protein. 

(3) That the mammary gland may be an important factor in the causa- 
tion of eclampsia. A. SPONG. 


British Medical Journal. 


July 4, 1925. 
*Remarks on a new flocculation reaction for the sero-diagnosis of malignant 
disease. H. J. B. Fry. 
*Accessory mammze. Douglas D. S. Stewart. 
July 25, 1925. 
The nervous child as seen in medical practice. B. Myers. 
August 8, 1925. 
Bacteriological standards and a pure milk supply. R. Stenhouse. 
Full time pregnancy in a bicornuate uterus. R. E. Moyes. 
August 15, 1925. 
*The problem of cancer of the uterus. B. P. Watson. 
*Carcinoma of the cervix. V. Bonney. 
*Malignant disease of the ovaries and Fallopian tubes. S. J. Cameron. 
August 22, 1925. 
Strangulated hernia containing ovary and Fallopian tube in an infant. 
W. T. Duggitt. 
September ig, 1925. 
*A case of ectopic gestation. G. B. Oliva. 
September 26, 1925. 
Full time pregancy in a bicornuate uterus. J. C. Lyth. 
: October 3, 1925. 
*Elephantiasis of the breast. M. Jackson. 
October 10, 1925. 
*Infected myoma complicating pregnancy. (Illustrated.) H. R. Spencer. 
Ovarian growth in an abnormally developed woman. C. Snowden and 
E. Campbell. 
October 17, 1925. 
Some intestianl disorders of infancy. H. T. Ashby. 
Partial intestinal obstruction in a child due to post-rectal teratoma. A. 
E. Sawday. 
Torsion of a large dermoid ovarian tumour. J. S. Robinson. 
October 24, 1925. 
*Heredity in relation to mental disease. Sir F. Mott. 
*Pathology and treatment of erosion of the cervix. G. I. Strachan. 
October 31, 1925. 
*Puerperal insanity. E. A. Wilson and Christie, 
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Remarks on a new flocculation reaction for the sero-diagnosis of malignant 
disease. This is an attempt to discover a laboratory test for malginant 
disease and is based on the fact that it was found that extracts of cancer 
tissue used as antigen in complement fixation experiments often showed 
marked anti-complementary properties. It is a colloidal flocculation test. 
Fry states that over a series of 500 cases comprising malignant and non- 
malignant conditions 75 per cent. correct results were obtained; healthy 
individuals gave uniformly negative results except in one case. However, 
with acute febrile conditions, for example, tuberculosis or sepsis, positive 
flocculations may occur. Fry looks upon the test as of value in the 
diagnosis of malignant disease excluding certain conditions. 


Accessory mamme. Stewart describes a condition, found in a primipara 
aged 25, of accessory breasts in each axilla secreting milk, each breast being 
about 34 inches in diameter. He says the accessory nipples shared in full 
lactation, secreted freely and were painful. 


The problem of cancer of the uterus. This was the opening paper read at 
the British Medical Association meeting by Watson in a general discussion 
on “ Malignant disease of the pelvic organs.” He gives a general descrip- 
tion of the disease, including diagnosis, incidence of disease, duration of 
symptoms, age incidence and methods of investigation. Watson is of 
opinion that in those cases where nothing is palpable per vaginam and 
curetting is done, and the disease found to be malignant, the full operation 
might be done at the same time. He says that in cancer of the body the 
naked-eye appearance of the curettings is usually characteristic ; in doubtful 
cases he suggests frozen sections should be made and the result acted upon 
at once. Where a piece of cervix is taken and immediate diagnosis is 
impossible, the area of excision ought to be thoroughly cauterized. He 
believes that the correct treotment is radical operation preceded by radium 
treatment, but that in advanced cases radium treatment is the only one 
which holds out any hope. He also points out that operation, in malignant 
disease of the body of the uterus, offers the best chance. 


Carcinoma of the cervix. Bonney describes generally the above condition 
and gives his experiences and particulars of results in 192 operations 
performed five or more years ago. The operability rate was as high as 
63 per cent., but the only bars to the operation, he recognizes, are deep and 
extensive involvement of the bladder or the bowel, or involvement of both 
ureters to the extent of producing bilateral hydrometa, having often over- 
come fixity to the pelvic wall and involvement of nearly the whole vagina. 
The operation he now performs is a very full one, removing titerus and 
appendages with practically the whole of the vagina with the parametric 
and paravaginal tissue and particularly the glands and cellular tissue 
occupying the obturator fossee and the glands along the external iliac 
vessels, for he considers the lymphatics proceeding out of the obturator 
fossre the most important. 

Of the series mentioned above, i.c., 192 cases of over five years ago, his 
operative mortality was 16 per cent., and 4o per cent. were well after five 
years, seven cases being lost sight of and five dying of other diseases. He 
no longer curettes or cauterizes the growths beforehand, nor does he use 
X-rays or radium, as a routine, previous to operation, for he considers that 
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the tesulting fibrosis increases the difficulties in these extensive operations, 
nor does he advise irradiation after the operation except in exceptional 
cases. In cases of carcinoma of the body of the uterus he performs a free 
total hysterectomy with removal of the appendages but not a full Wertheim, 
but where the whole uterus is affected, including the cervix, he performs 
what he calls a ‘‘ supra-Wertheim.”’ This operation he does in three stages, 
first, from above through the abdomen, ligaturing the internal iliac arteries 
separating the uterus and vagina from all adjacent structures; secondly, 
with the patient in the lithotomy position he frees the vagina and a part 
or all of the vulva below, closing the freed vagina with suture, finishing 
the operation from above with the patient again in the Trendelenberg 
position. 

Fifty per cent. of his patients have been free from recurrence five years 
afterwards in which the disease has been so very extensive. He has per- 
formed Schauta’s operation, i.e., removal through the vagina, both for 
carcinoma of the body and of the cervix in cases in which the abdominal 
rotite was contraindicated, but considers it much inferior to the abdominal 
toute in the majority of cases. 


Malignant disease of the ovaries an‘ Fallopian tubes. Cameron read a 
paper at the same meeting on cancerous and sarcomatous disease of the 
ovaries and cancer of the Fallopian tubes, omitting, however, chorion- 
epithelioma. In passing he mentioned the Krukenberg tumour and stated 
that his impression was that it was a secondary malignant tumour of the 
ovary—almost invariably secondary to cancer of the stomach, the cells 
passing to the ovary by way of the lymphatics. He then described malig- 
nant disease of the ovaries including sarcoma of the ovary and cancer of the 
Fallopian tubes, pointing out the curious fact that many seek surgical aid 
owing to uterine haemorrhage and pain. He says that ‘‘ it appears that the 
very old and the very young patients succumb slightly more quickly after 
operation than the middle-aged subjects.”’ He also points out that the 
difficulty in early diagnosis of malignant disease of these conditions 
prevents the success which has attended radical operations for malignant 
disease in other parts of the body. 


A case of ectopic gestation. A description of a case of ovarian gestation 
on the right side about 26 weeks’ old and a tubal gestation on the left side 
about six weeks’ old, both of which were removed successfully. 


Elephantiasis of the breast. Jackson describes a case of one-sided elephan- 
tiasis of the breast with two illustrations, which are rather unique. 


Infecte1 myoma complicating rregnancy. Spencer describes another case 
to complete his series of an infected myoma complicating pregnancy treated 
by Ceesarean section followed by total abdominal hysterectomy. Spencer 
states that after twenty-five years’ experience he is convinced that total 
abdominal hysterectomy is superior to subtotal in all cases, whether com- 
plicated with pregnancy or not, one great adventage being that the patient 
is freed from the danger of malignant disease of the cervical stump a 
danger greater than is generally recognized. 


Heredity in relation to mental disease. Sir Frederick Mott, in his Harveian 
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Oration on ‘‘ Heredity in relation to mental disease,’’ delivered before the 
Royal College of Physicians of London on October 19th, 1925, began by 
referring to Harvey’s de Generatione Animalium, which, he said, stood in 
a place of equal honour by the side of his doctrine of the circulation of the 
blood. He mentioned the Harveian Orations by the late Dr. Ormerod 
(1908), by Sir Bryan Donkin (1910), and by Dr. Herbert Spencer (1921), who 
had dealt with various aspects of this book of Harvey’s. Sir Frederick 
Mott then gave a sketch of the growth of knowledge with regard to 
Harvey’s dictum, ‘‘ Omne vivum ex ovo,” and continued as follows :— 

Omne vivum ex ovo—the life of the individual begins from the moment 
of penetration of the spermatozoon into the egg when the conjugation of 
the male and female gametes occurs. The spermatozoon provides one half 
of the nuclear matter (chromosomes), the ovum provides the other half. The 
spermatozoon carries into the ovum the centrosome, and in the process of 
repetitive cell division which follows it acts in such a way that every cell 
of the body contains an equal amount of nuclear material derived from each 
parent in respect to the hereditary material of the species. The discovery 
of the special sex chromosome in spermatozoids of insects shows that two 
sets of spermatozoids may be produced: those with an odd sex chromo- 
somes which gives males, those with a pair of sex chromosomes which gives 
females; or, as occurs in some insects, one chromosome is small, that of the 
future male, and one large, that of the future female. Racial characters 
may not be equal in the amounts of nuclear matter in the form of chromo- 
meres or genes derived from each parental stock, and still less those due 
to familial ancestry, to which the greater number of mutations in man may 
be ascribed. Although there is disjunction of the paternal and maternal 
chromosomes, yet of these chromosomes are constituted by a series of genes 
or hereditary factors arranged in linear order, it follows that the crossing 
over of blocks of these genes may lead to fusion or transference and replace- 
ment of blocks of genes representing respectively maternal or paternal unit 
characters. Moreover, this crossing over of groups of genes in alignment 
offers a germinal mechanistic explanation of facts observed by Galton in 
Natural Inheritance, where he says :— 

“We appear severally to be built up of a vast host of minute particles 
of whose nature we know nothing, or any one of which may be derived from 
any one progenitor but are usually transmitted in aggregates, considerable 
groups being derived from the same progenitor. ... In the process of 
transmission by inheritance, elements derived from the same ancestor are 
apt to appear in large groups, just as if they had clung together in the 
pre-embryonic stage, as perhaps they did.” 

One of the most valuable contributions to our knowledge of 
character and temper depending upon an “ inborn disposition impressed 
by Nature ” was Galton’s inquiry into the history of similar and dissimilar 
twins; it showed that temper and the raw material of character are 
inherited; for he found that identical twins brought up under a different 
environment remained temperamentally the same and of the same disposi- 
tion; whereas dissimilar twins brought up in the same environment 
remained temperementally different. We can only explain this on a 
chromosome mechanistic basis by the supposition that in identical twins 
two males gametes conjugate with two female gametes in one ovum. But 
this injuiry of Galton’s shows how much conduct and character depend 
upon inheritance. Moreover, an inquiry which T instituted, and which was 
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carried out for me by Miss Agnes Kelley in the parish of Bethnal Green, 
showed that like tends to beget like. 

“This inquiry was made with the object of comparing the heredity and 
social conditions of a certain number of insane, mentally defective, and 
normal persons. Sixty cases were taken in each group. The first group 
was of adult patients in the London County Council asylums; the second 
of high-grade mental defectives; the third of normal children from the 
elementary schools. The last two groups were at schools in different 
districts of Bethnal Green. Every care was taken to make as full and 
complete a family and social history as possible, and pedigree charts were 
constructed. The following is a very brief summary of the results of this 
inquiry :— 

Insanity was very much more prevalent in the pedigrees of insane 
persons than in those of mental defectives—namely, in the proportion of 
50 per cent. as against 25 per cent. of the defective cases. Conversely, 
mental deficiency was more apparent than insanity in the family histories 
of the defective children; while the charts of the normal school children 
only showed insanity and mental deficiency in a very small percentage of 
cases. 

Good trades and high wages were rare in the mental defective group. 
Though there were a few exceptions, the general type of employment was 
poor, and 75 per cent. of the fathers were casuals and unskilled workers. 

There was a corresponding dead level of poverty in the home conditions 
of these cases and the incapable mother was very conspicuous in this group. 
In few of the asylum cases, and among still fewer of the mental defectives, 
could the home conditions be described as good, while one-third of the 
homes in each of these two groups were classified as ‘ homes in which the 
food was quite inadequate, the clothing very poor, and bare necessities were 
lacking.’ The normal group showed a decided improvement in industrial 
conditions and in the care of home and children, and there were very few 
cases of intense poverty or neglect. There was, further, a very striking 
contrast in the dependence on parish and charitable assistance among the 
families of the normal group on the one hand, and of the insane and 
mentally defective groups on the other. The normals not only applied less 
often to the parish, but they were also less well known to charitable 
agencies.”? 

But mental deficiency exists in all grades of society, and in a number of 
cases heredity does not explain how it is that a child is born an idiot or 
imbecile and the brain is arrested in its development. 

The foundations of moral and intellectual characters are inborn, but the 
influence of education, example, and environment generally is much more 
potent for good or evil than in the case of physical characters. Unfor- 
tunately the high-grade imbecile and moral imbecile are fertile, and as they 
have only a narrow margin of highest control they readily vield to the 
impulses of the passions and animal instincts, or are unable to resist 
temptation when oportunity offers. Speaking of this raw material of 
character, which in a great many instances results from a failure of the 
latent potentialities of the fertilized ovum, Sir Thomas Browne (whose 
hirthday it is to-day) clearly recognized the inborn disposition when he 
said: ‘ Bless not thyself that thou wert born in Athens, but among thy 
multiplied acknowledgements, lift up one hand to heaven that thou wert 
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born of honest parents, that modesty, veracity, and humility lay in the 
same egg and came into the world with thee.’ 

From time immemorial the influence of the sexual function on physical 
structure, character, and conduct has been known, but it is only within 
recent times that experimental investigations and clinico-anatomical obser- 
vations have shown that this influence is dependent upon an internal 
secretion of an interstitial gland of the testis and ovary respectively, which 
can function independently of the genetic structure. The testis secretes a 
hormone which determines, prior to birth, the physical and mental sexual 
characters, and at puberty the secondary sexual characters. The repro- 
ductive organs are functionally correlated with the endocrine system of 
glands, especially the cortex adrenalis, the pituitary, and the thyroid. As 
the sex instinct gradually matures, a progressive mental and bodily evolu- 
tion takes place in the male and female, in accordance, not only with the 
innate dispositions due to sex, race, and familial ancestry, but with the 
evolution of character due to good or bad habit formations. Habits acquired 
in early life, although not germinal and transmissible, nevertheless form 
such stable organized reflex patterns in the nervous system as to be capable 
of profoundly influencing such inborn dispositions as the moral sense, the 
self-regarding sentiments, the emotions and passions, and their proper 
control. At the adolescent period a new great vital urge, stronger even 
than self-preservation, energizes all the organs and tissues of the body, 
especially the nervous system, for the supreme biological end of reproduc- 
tion and preservation of the species. 

I will now give a short account of my own investigations regarding the 
interstitial cells in man and their functions. Examination of the testis of 
a full-term twin foetus showed tubules containing embryonic spermatogenic 
cells; between them, lying in loose connective tissue, were seen abundant 
polygonal cells with a round nucleus lying in an eosin-stained cytoplasm. 
Many of the cells had the appearance of young cells. There was plenty of 
evidence of nuclear mitosis, and I came to the conclusion that numbers of 
the cells had attained maturity and were on the way to a regressive atrophy, 
leaving only the nuclei. These cells contain a lipochrome substance and 
lipoid granules. I found that about the fourth month the seminiferous 
tubules are twice the size of those at birth; instead of being separated by 
loose connective tissue containing abundant Leydig cells, they are closely 
approximated, the Leydig cells have almost disappeared, and there are no 
lipoid granules visible. At the eleventh year I observed very little change 
in the size of the tubules and the interstitial cells are only discernible by 
examination with an oil-immersion lens. Tittle or no interstitial lipoid is 
seen. There are commencing manifestations of nuclear activity and karyo- 
kinetic figures, but no spermatids or spermatozoa. The Leydig cells do 
not reappear until puberty, when the generative function commences, and 
the sexual hormone from the interstitial cells begins again to pass into the 
circulation and determine the bodily and mental secondary sexual charac- 
ters. 

Seeing that the male sexual hormones are active for probably more than 
six months in pre-natal and post-natal periods, it follows that this influence 
must have been operating on all the somatic cells, including the nervous 
system, during all that time. If there be an elective storage of the sexual 
hormone in the nervous system, as Steinach’s experiments indicate, then a 
masculine behaviouristic tendency may thus be early engraven upon the 
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nervous system. Moreover, by the sensitizing influence of the testicular 
hormone, the primary male characters are in this early stage made dominant 
in all the bisexual somatic cells. The belief in the occurrence of male sex- 
dominance at an earlier age than the existence of a secretion of the female 
sex hormone has received fresh support in the very interesting solution of 
the riddle of the ‘‘ free martin ” by Lillie. He reports a case in which the 
female characters of a female twin calf were more or less completely sup- 
pressed and certain male structures developed as a result of anastomosis of 
the placental blood vessels with those of the associated male twin calf. 
This can only be explained by the influence of a soluble and diffusible 
hormone derived from the male and carried to the female by the circulating 
blood. 

There can be no development of sex characters without all the other 
organs of internal secretion participating; all of the ductless glands, and 
especially the thyroid, the pituitary, and the adrenal, are influenced by the 
internal secretion of the sexual glands, and the latter are undoubtedly 
influenced by the former; indeed, there is a harmonious functional inter- 
relation between the reproductive organs and the whole endocrine system. 

I have recently investigated a case of dystrophia adiposo genitalis 
affecting an epileptic imbecile aged 29 at death. There was no hair on the 
face; there was polyuria and marked sugar tolerance; there was infantilism 
of the external genitals; the atrophous undescended testes were no larger 
than peas and showed microscopically both interstitial cells and spermato- 
genic cells replaced by fibrous tissue and fibroblasts. Associated with this 
testicular atrophy was a markedly atrophous pituitary. and atrophous 
thyroid gland; moreover, the cortex adrenalis was much diminished in 
thickness. 

The increase in growth of the long bones of youths castrated in early 
life is due to retardation of endochondral ossification, and supports the view 
that the internal secretion of the testis controls calcium metabolism. 
Similarly, in the female there is a relation between the ovarian internal 
secretion and calcium metabolism, for removal of the ovaries benefits and 
sometimes cures osteomalacia. Again, the release of calcium from the 
pelvic bones during pregnancy and parturition may be regarded as a phy- 
siological process brought about by an internal secretion of the ovary, the 
phosphate of lime thus released being utilized by the mammary gland. 

It is generally assumed that the source of the sexual hormone of the 
female is connected with the development of the Graafian follicle, and that 
the cells of the zona granulosa and the internal thecal cells of the follicle 
secrete a specific soluble substance which passes into the blood and deter- 
mines the female characters. It may, therefore, be supposed that a con- 
tinuous conversion of primordial follicles into immature Graafian follicles, 
from earliest infancy onwards, provides a feminizing hormone to counteract 
the pre-established male dominance in the bisexual cells of the body. This 
formation of atretic follicles, and subsequently corpora atretica, continues 
until menstruation occurs and maturation with dehiscence of the follicles 
takes place. TI have found that ovaries at birth and in early infaney contain 
numerous immature Graafian follicles. Should this follicle formation not 
occur to a normal physiological extent, it is conceivable that, having regard 
to the selective action of the hormone on the central nervous system, as 
revealed by Steinach’s experiments, there would be a tendency to mascu- 
linization especially revealed in mental qualities. The whole of the somatic 
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cells of male and female are, until the dawn of adolescence, engaged in 
growth and self-preservation, in preparation for reproduction and preserva- 
tion of the species. 

Disorders and diseases of the mind have long been associated with two 
conditions—namely, heredity, and the critical periods of life (adolescence, 
when the sex instinct matures, and the climacterium, when the sex instinct 
wanes). These are physiological conditions. Pregnancy, parturition, and 
lactation in the female are likewise physiological conditions. 

Two distinguished Harveian Orators, the late Dr. Ormerod and Sir Bryan 
Donkin, have dealt with the subject of heredity in relation respectively to 
nervous diseases and criminology, based upon wide experience, but neither 
of these has treated of the relation of heredity to insanity based upon the 
study of pedigrees, statistical data, and pathological findings. 


Pathology and treatment of erosion of the cervix. Strachan describes the 
pathology of the condition and divides the treatment into prophylactic and 
curative. The most important factor in prophylaxis consists in giving a 
patient plenty of time in the first stage of her first labour. Of the curative 
treatinent, after describing many methods commonly in vogue, he con- 
siders removal of the affected mucosa as the only reasonable certain method 
of cure. He removes the erosion, the affected mucosa and usually the lower 
three-quarters of an inch of the cervix and brings together by means of 
catgut sutures the healthy endocervical and vaginal mucosa. In advanced 
cases amputation of the cervix is called for. 

Regarding future impregnation and labour he finds that the former is 
not prevented and the latter not obstructed. He attended two cases of 
labour subsequent to the operation and found no difficulty in the first stage 
and a later examination revealed no fresh lacerations. He considers the 
lesion as essentially a pre-cancerous condition of the cervix, although 
pointing out that not every case of laceration becomes cancerous, yet nearly 
all cancers supervened on lacerations, and he considers that it is only by 
prevention or cure by one of the methods he describes that the onset of 
carcinoma can be effectively prevented. 

Puerperal insanity. This article consists of notes on cases of puerperal 
insanity treated by injections of ovarian extract (whole gland). From his 
experiences of the five cases described Wilson makes the following sug- 
gestions :—(1) If the patient can be got to menstruate her difficulties are 
over. (2) This can be done by giving ovarian extract. (3) That the mental 
breakdown is due to a temporary deficiency in ovarian secretion. 

Christie concurs with the above observations. He describes his method 
of treatment which is—r1st week, 30 grs. of fresh gland thrice daily; 2nd 
week, the same twice daily ; 3rd week, the same once daily, and then every 
third day until the onset of menstruation. A. SPONG. 


The Clinical Journal. 
Vol. liv, No. 22, June 3, 1925. 
*Shoulder-pain in ruptured ectopic gestation. A. E. Roche. 
Shoulder-pain in ruptured ectopic gestation. Roche found that :— 


(1) In four out of five cases of ruptured ectopic gestation pain was felt 
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in the region of the shoulder. He gives the histories of these four cases in 
detail. 


(2) In all four cases the shoulder-pain was preceded by abdominal pain. 


(3) In favour of this shoulder-pain being caused by stimulation of the 
phrenic sensory fibres by blood which has travelled up to the diaphragm 
are the following facts :— 


(a) In the first patient there was no more pain in the right iliac fossa 
after the operation, but the pain in the shoulder continued for 24 
hours, preventing sleep. In this case a little blood adhering to the 
diaphragm may well have sufficed to maintain the shoulder-pain, 
especially as the procedure of swabbing the peritoneum free from 
blood, which was performed in its lower part, is impossible to carry 
out in its upper part. 


(b) The fifth patient, with pre-operative pain in the left shoulder region, 
complained, on the day after operation, of stabbing pains in the right 
side over the seventh and eighth ribs on breathing. There was no 
cough, nor any signs in the chest, and the pains had gone by the 
next day. These can be explained, pleurisy and pneumonia being out 
of the question, by the displacement of blood by operative manipula- 
tion stimulating intercostal nerves. The sixth to the twelfth dorsal 
nerves provide the sensory supply to the margin of the diaphragm. 

(c) The fourth patient actually developed sudden shoulder-pain during 
abdominal palpation, this phenomenon being quite consistent with 
the upward manipulation of blood so as to impinge on the diaphragm. 


(4) In the first two patients with pain in the shoulder region the flanks 
were resonant, although the peritoneal cavity contained large quantities of 
blood. In patients, then, suspected of hatbouring ruptured tubal gestations, 
the presence of shoulder-pain should be regarded as an extremely valuable 
sign of free peritoneal blood (in fact, of blood having hit the diaphragm), 
and as equal or superior to percussion of the flanks as a diagnostic aid, 
while less disturbing to the patient. 


(5) In one case the right shoulder was painful when the left tube was 
ruptured, in another the left shoulder was painful when the right tube was 
ruptured, the side on which the shoulder is painful thus not serving as a 
clue to the side of the ruptured tube. This, however, does not detract from 
the value of this symptom, as the important thing to diagnose is not the 
side, but the fact of the rupture. 


Cope is quoted as saying that ‘‘ Sudden hypogastric pain associated with 
symptoms of collapse and accompanied by shoulder-pain in an adult woman 
should make one think of ectopic gestation. If the pain is felt over both 
clavicles, or over the right clavicle, the diagnosis of ruptured ectopic preg- 
nancy is almost certain.’’ Roche’s cases confirm the first half of this state- 
ment, but the second half is unnecessary. The side or sides on which the 
shoulder-pain is felt is immaterial, being determined merely by the 
mechanical accident of the direction in which the blood is guided by the 
mesenteric attachment, by the movements of the bowels, by the position 
and movements of the patient, or by the hands of the observer manipulating 
the peritoneal blood through the abdominal wall. ES Be: 
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ThejBritish Journal of Experimental Biology. 
Vol. ii, No. 2, January, 1925. 
*Gonad grafts in embryo chicks and their relation to sexual differentiation. 
A. W. Greenwood. 
“Birds without gonads: their origin, behaviour and bearing on the theory 
of the internal secretion of the testis. O. Riddle. 
“On sex-intergrade pigs: their anatomy, genetics and developmental phy- 
siology. J. R. Baker. 
Vol. ii, No. 3, April, 1925. 
*Sex differences in the requirements of certain food factors. I. During 
growth. G, A. Hartwell. 
“Dynamics of ovarian hypertrophy under experimental conditions. A. 
Lipschitz. 
Vol. ii, No. 4, July, 1925. 
“Studies in sex differentiation in fowls. G. F. Finlay. 
Gonad grafts in the fowl. A. W. Greenwood. 
Vol. iii, No. 1, October, 1925. 
The development of grafted embryonic fragments of the chick. P. D. F. 
Murray and J. S. Huxley. 
“Further developments on the dynamics of ovarian hypertrophy. A. Lip- 
schiitz and H. E. V. Voss. 


Gionad grafts in embryo chicks and their relation to sexual differentiation. 
An experimental study was undertaken of the effects of gonad grafts in the 
embryo chick in an attempt to reproduce the results obtained by Minoura 
and to define the bearing of this experiment on Lille’s theory of the free- 
martin in cattle. Eggs from a sex-linked cross were used so as to be able 
to identify the original sex of the embryo. In the majority of the cases 
the egg received the graft at the seventh day of incubation and was 
examined at the seventeenth day, at which stage the progress of sexual 
differentiation is almost as complete as at the time of hatching. 

The results obtained lend no confirmation to the view that sexual 
differentiation in the chick can be profoundly modified by the specific 
physiological activity of a gonad graft of the opposite sex. The grafting of 
gonad tissue in the embryo chick does not reproduce experimentally the 
conditions existing in the bovine free-martin in that in the former the 
embryo is exposed to the specific action of the grafted gonad alone, whereas 
in the latter the female co-twin is exposed to the action of all the internal 
secretions from the male. 


Birds without gonads. The result of the study of sixteen pigeons without 
a discoverable trace of gonadal tissue led to the view that the gonad incre- 
tions are “ controlled ’’ as well as controlling factors in sex development, 
and that they, like the chromosomal or genetic sex factors, rest upon the 
more basic conditions which we elsewhere identify as metabolic level or rate. 


Sex-intergrade pigs. Sex-intergrade pigs show all variations between 
complete and abortive development of the derivatives of the Miillerian and 
Wolffian ducts. The external genitalia are, however, always essentially 
female in type. The seminiferous tubules are degenerate even when the 
testes are descended. In two true hermaphrodites the ovary was found on 
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the left and an ovo-testis on the right, the ovarian portion of the ovo-testis 
being anterior. All sex-intergrades were probably true hermaphrodites in 
embryonic or post-natal stages. A tendency to sexual abnormality in pigs 
is inherited, and does not appear to be associated with abnormality of any 
other ductless gland. 


Sex differences in the requirements of certain food factors. 1. During growth. 
On the diets employed the male rat grows at about the same rate as the 
female, and does not show the more rapid growth usually exhibited by the 
male. Finally the male becomes the heavier, but growth is slow during the 
first weeks of life. It is suggested that the growing male requires more 
vitamine B than the growing female, and that he is more susceptible to the 
quality of the protein in the diet. 


Dynamics of ovarian hypertrophy. The behaviour of ovarian fragments in 
cats under different experimental conditions has been examined, and the 
authors conclude that the increased volume of an ovarian fragment and the 
diminution of the number of young ova are due not to some local cause or 
the operative interference, but that there is some general factor which asks 
for a relatively greater number of young ova for follicular development, in 
such a manner that the number of ova entering, in an ovarian fragment, 
into follicular development tends to become normal. 


Studies in sex differentiation in fowls. There are a number of primary 
differences between the sexes in fowls which are not conditioned by the 
gonads ; some of them being modified by gonad activity, though the funda- 
mental differences cannot be obliterated by masculinisation or feminisation 
experiments. As regards secondary sexual characters there is equipoten- 
tiality of the sexes, but the more fundamental sex characters do not follow 
the gonads as do the secondary sexual characters. 

While the gonad does not condition primary sex differentiation, but only 
accentuates the differences determined by the zygotic constitution of the 
individual, the sex constitution determines which type of gonad shall grow. 

The testis seems remarkably stable, but the ovary is more unstable and 
even after differentiation may change over and develop testis tissue with 
normal testicular endocrine function if subjected to an abnormal environ- 
ment. Gonads can grow and function normally in either sex and in any 
combination, and there is a quantitative relation between testis and ovary 
on the one hand and the degree of development of certain organs on the 
other. 


Gonad grafts in fowls. As the result of the histological study of the 
material from 19 cases of gonad grafts in fowls, the hypothesis is put 
forward that the right gonad in the fowl is female fundamentally in consti- 
tution, and that if it differentiated under a specific stimulus (normally 
characteristic of the female chick at an early stage of incubation but excep- 
tionally reproduced at a later stage in development) an ovary would be 
formed. 
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The Canadian Medical Association Journal 
Vol. xv, No. 8, August, 1925. 

*Abortions and their treatment. S. Kobrinsky. 

Vol. xv, No. 9, September, 1925. 
*Rectal anzesthesia in obstetrics. J. D. Graham. 
*Maternal mortality. H. MacMurchy. 
Puerperal sepsis. (Editorial.) 

Vol. xv, No. 10, October, 1925. 
*Familial icterus gravis of the new-born and its treatment. A. P. Hart. 
*The use and abuse of the obstetrical forceps. A. P. Tew. 
On birth control. (Editorial.) 


Abortions and their treatment. From the findings of the St. Boniface 
series, as well as from the review of the literature and textbooks, Kobrinsky 
is of the opinion that the following conclusions appear justifiable :— 

(1) In the non-septic abortion case that remains incomplete after twenty- 
four hours of expectant treatment, active emptying of the uterus by 
curettage is indicated. 

(2) In the complete septic abortion, best results can be expected where 
only conservative measures are employed. 

(3) Abortions occur too frequently, as they constitute at least 25 per 
cent, of all pregnancies. No one can deny that they result in an unjustifi- 
able loss physically, economically and perhaps even morally, to say nothing 
of the fatalities. Therefore, we should, as medical men, combat this malady 
by all means at our command. He would suggest,: (i) by carrying out 
wherever possible all the proper prophylactic measures to overcome pre- 
disposing causes before as well as during the time that the woman is 
pregnant, and (ii) by showing more emphatically than has been done 
hitherto, that the unnecessary abortion does not meet with our approval. 


Rectal anesthesia in obstetrics. Graham thus summarizes his views on 
rectal anzesthesia in obstetrics :— 

(1) This method is of a simple nature, easily given, and produces no 
deleterious effects in either mother or babe. 

(2) It produces an analgesia throughout the greater part of the second 
stage in all cases— in some even to the termination of labour. 

(3) It can be used in private practice, but is more suited for hospital 
cases. 

(4) It practically never tends to produce any nausea or vomiting, or 
intestinal irritation. 

(5) In 8o to go per cent. of patients the results obtained are satisfactory. 
However, in about 3 per cent. of patients the effect is unpleasant, due to 
the patient becoming irrational or violent. 


Maternal mortality. _MacMurchy states that every year since 1921 the 
lives of over 1,200 mothers have been lost in Canada from causes connected 
with childbirth. She claims that at least 1,000 of these lives can be saved, 
if the medical practitioner can secure the co-operation of the mothers them- 
selves and the fathers, and can educate public opinion. 


Familial icterus gravis and the new-born, and its treatment, Hart records 
one case and concludes that :— 
(1) It would appear as though familial icterus gravis of the newly-born 
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were due to a toxin of some unknown origin operating upon the liver in 
certain rare families. 

(2) The return of the jaundice in the case cited, following constipation, 
suggests the possibility of absorption from the intestine being a factor in 
these cases. 

(3) Early exsanguination transfusion before the liver cells have been too 
extensively damaged would seem to cure the condition if a sufficiently large 
exsanguination transfusion be done. 

(4) The possibility of beneficial effects from the administration of glucose 
should be considered as an auxiliary. 


The use and abuse of obstetrical forceps. Tew summarizes his views thus: 

(1) Forceps have a place in obstetrics, but it is up to the doctor to keep 
them in their proper place. 

(2) With pre-natal care and sound obstetrical judgment and management 
during labour, the use of the obstetrical forceps will be appreciably 
diminished, and the foetal mortality should proportionately decrease. 

(3) If we, as doctors, fail to carry out our part of this very important 
work, we will find that the book of the future on obstetrics will contain 
more voluminous chapters on the above than on the use of the obstetrical 


forceps. 


The Medical Journal of Australia. 
May 2, 1925. 
Review of the present position of infantile mortality. F. S. Hone. 
Hemorrhagic disease of the new-born. D. Galbraith and J. C. Lewis. 
June 27, 1925. 
Pregnancy after removal of sixteen fibromyomata. A. S. Vallack. 
Progress of midwifery. (Leading Article.) 
July 25, 1925. 
Ideals of obstetric work. J. W. Hooper. 
August 8, 1925. 
The clinical conduct of pregnancy. R. Fowler. 
August 15, 1925. 
Ante-natal study. A. M. Wilson. 
August 22, 1925. 
A definition of normal labour: the cause of pain in labour. M. de Garis. 
*The radical and conservative treatment of salpingitis. R. H. Morrison. 
Torsion of normal Fallopian tube. M. Allan. 


September 12, 1925. 

*An essay on the causes and prevention of maternal morbidity and mor- 
tality. (Prize essay for the Melbourne Permanent Committee for Post- 
Graduate Work.) E. S. Morris. 

Pregnancy with malformation of the vagina. H. A. Ridler. 


The radical and conservative treatment of salpingitis. Acute salpingitis 
will almost invariably subside and the patient should never be operated on 
in the acute stage. The palliative treatment in early stages includes rest 
in bed, fluid diet, no aperients and morphia as desired. General symptoms 
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are best relieved by starvation and 5 per cent. glucose per rectum. We can 
assist resolution by hot vaginal douches, aperients and lamb’s wool tam- 
pons of ichthyol and glycerine. Magnesium sulphate crystals applied to 
the vaginal vault have been applied with benefit. If pus is forming imme- 
diate evacuation is necessary. Chronic salpingitis requires patience and 
judgment. If possible, general and local treatment should continue for 
months. Operation may eventually be necessary. 


An essay on the causes and prevention of maternal morbidity and mortality. 
From a careful consideration of many facts very thoroughly given it is 
concluded that, while the death-rate from general causes has been declining 
the puerperal mortality-rate has been rising; the puerperal mortality-rate 
is excessive and is capable of being reduced; large centres of population 
in spite of their better facilities for treatment are not necessarily the safest 
places for the delivery of the mother; maternal mortality and especially 
maternal morbidity varies in direct proportion to the efficiency or inade- 
quacy of the professional care and supervision during the ante-natal, natal 
and post-natal periods; the midwife’s responsibility in the causation of 
maternal morbidity is not as great as is customarily held, the medical 
profession must assuine a larger share of the responsibility than has pre- 
vailed in the past; the maternity bonus has not improved the position of 
the parturient woman from the statistical point of view; artificial abortion 
probably plays an important part in the production of maternal morbidity ; 
venereal disease, especially gonorrhoea, is an important factor, and treat- 
ment of this condition is extremely unsatisfactory ; employment of women 
in Australia does not appear to have any marked effect on their maternal 
welfare ; insanitary conditions in the home have apparently little influence 
on normal labours, though they probably increase the danger in those cases 
involving operative interference ; operative procedures, especially delivery 
by forceps, are too frequently employed and leave in their wake a certain 
proportion of mortality and a far greater amount of morbidity and _ill- 
health; students do not receive an adequate training, and the preventative 
aspect is not sufficiently stressed; the present type of insufficiently trained 
but registered midwife impedes progress, and it is by no means easy to 
train competent nurses in sufficient number; ante-natal care and super- 
vision affords a means of controlling much of the present maternal trouble. 

T. FARRANRIDGE. 


The Medical Journal of South Africa. 
Vol. xx, No. 6, January, 1925. 
*Plea for painless childbirth. H,. N. Hirschman. 
Vol. xx, No. 7, February, 1925. 
Contraception. (Contributed.) 
Vol. xx, No. 10, May, 1925. 
*The problem of infant mortality. 
“Symposium on puerperal sepsis :- 
1. The etiology of puerperal fever. W. H. Maxwell. 
2. Bacteriology of puerperal sepsis. J. McGibbon. 
3. Puerperal sepsis diagnosis. N. Hirschmann. 
4. On treatment of puerperal sepsis. A. Abelheim. 
5. Puerperal sepsis and prophylaxis. I. P. Schabort. 


ae 
; 


Review of Current Literature 769 


Vol. xx, No. 11, June, 1925. 
‘Sterility in women. C. Lange. 
*The use of a solution of the aniline dyes in the prevention of infection of 
wounds. E. L. Ferguson. 
Vol. xx, No. 12, July, 1925. 
*Sterility in women. C. Lange. 
“Four cases of interest. N. L. Hermann. 
Vol. xxi, No. 1, August, 1925. 
Ante-natal clinics. Editorial. 
*Foetal death. R. L. Impey. 
Vol. xxi, No. 2, September, 1925. 
Vulvo-vaginitis in children. A. Reith Fraser. 
The definition of “ still-birth.” 
*Bilharziasis of the female genital tract. R. W. B. Gibson. 


A plea for painless childbirth. Hirschmann is a warm advocate for the 
methods of twilight sleep and urges the Government to place its benefits 
within the reach of all mothers, which must materialize sooner or later, and 
that ‘‘ public institutions for this treatment must result when the popula- 
tion increases.” 


The problem of iniant mortality. This editorial points out that ministerial 
pronouncements have recently drawn public attention to the unenviably 
high infant mortality in the Union. In his latest annual report Dr. Higgins, 
the Medical Officer of Health for Cape Town, gives the infant mortality for 
the parliamentary capital as 148.82 per 1,000 total births, and an examina- 
tion of Dr. Higgins’s figures reveals the fact that by far the largest per- 
centage of children’s deaths occur among the European population, at least 
before the child has reached the age of one month; a large percentage before 
the child is twenty-four hours old, and another large percentage before it 
is a week old. These figures, too, agree closely with data collected else- 
where. They seem to show that the essential danger to child life, especially 
in a country where rickets and true deficiency diseases are less common 
than in Europe and America, is pre-natal malnutrition, and possibly also 
pre-natal infection. Concentration upon pre-natal work should, therefore, 
appreciably lower infant mortality. 


Symposium in puerperal sepsis. The condition of affairs regarding puerperal 
sepsis in South Africa may be gathered from the two following excerpts 
from this symposium. 

Maxwell writes: ‘ As regards actual experience in district maternity 
work in large cities, it must have struck every student how extraordinarily 
rare puerperal fever is in view of the extremely dirty and insanitary condi- 
tions under which so many women are delivered. A little investigation 
will show that the incidence of puerperal fever in some of the outlying 
districts of the Transvaal (for example) is higher out of all proportion than 
in the worst slums of London, Glasgow, Edinburgh, or Dublin, and the 
explanation of this is not far to seek ; it will always be found that infection 
is clearly traceable to certain of the old-fashioned dirty midwives, whose 
ministrations leave an unmistakable trail of disease and death. ... In the 
overwhelming majority of cases there is no doubt that the infection is 
conveyed by an attendant, and it follows that with the vigorous adoption 
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of asepsis on the part of both nurse and doctor, puerperal fever must 
become extremely rare.” 

Schabort writes: ‘ An offence that should be punishable by law is the 
so-called vaginal examination of a woman in labour by an untrained mid- 
wile. As long as this class of woman can with impunity carry infection 
from one case to the other just so long will our efforts further to reduce 
the morbidity and mortality of puerperal sepsis remain futile. With my 
experience of country conditions | know only too well that the untrained 
nurse is a necessary evil, and some of them are willing to take good advice, 
too, but let the internal examination remain for them a noli me tangere.” 
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Sterility in women. This is a long elaborate and detailed study of the 
subject, but contains nothing new. 


Bronchial spinochetosis in pregnancy (from four cases of interest). Under the 
comprehensive but non-committal title, ‘‘ Four Cases of Interest,’’ only the 
second, on Bronchial spirociietosis in pregnancy, is of obstetric interest. A 
marricd woman, aged 28, was seen in April, 1925. She had had a ‘ cold ” 
thicee months previously, and had coughed ever since. The cough was 
spasmodic and worse in the early morning when a thick yellow sputum was 
expectorated, There had been no night sweats, no haeemophysis and no 
gastro-intestinal symptoms. At various times there had been night fever. 
She was three months’ pregnant. The general condition was good. Though 
there had been loss of weight in the early stage of the disease, this had 
been regained, The physical signs in the chest suggested the diagnosis 
of pulmonary tuberculosis. Examinations of the sputum showed B. Fried- 
inder, streptococci and spirochietes. An early morning specimen, after 
careful cleansing of the mouth, showed spirochaeta bronchialis in numbers. 
The pregnancy was allowed to proceed. Under treatment with liquor 
arsenicalis, sodium glycerophosphate, sodium cacodylate and an autogenous 
vaccine of the secondary invaders the signs and symptoms disappeared, and 
the patient has remained free from recurrence. 


The use of a solution of the aniline dyes in the prevention of infection of wounds. 
Ferguson speaks enthusiastically of the value of Bonney and Browning’s 
solution of crystal violet and brilliant green sulphate, having previously 
been impressed while reading Berkeley and Bonney’s book on Gynecology, 
with their strong advocacy of aniline dye solutions for sterilizing the skin 
before an operation, 


Fetal death, Limpey gives an excellent discussion of the researches into 
footal death by Holland and Browne, adopting Holland’s definition of the 
end of foetal life as coinciding with the commencement of pulmonary 
respiration, He emphasizes the fact that the majority of cases of feetal 
death are preventable, and makes the following recommendations :— 

(t) The notification of foetal death by the medical practioner. 

(2) The appointment of a Medical Officer for maternal and infant welfare 
tor the Union, 

(a) The establishment of ante-natal clinics in all large centres. 

(4) The more thorough training in clinical obstetrics of medical students. 

(8) The education of the public in matters of public health. 

The author points out that the present ante-natal arrangements in South 
Africa are totally inadequate, and that until these clinics are working in all 
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large centres, and the principles of preventive midwifery are practised 
throughout the land, we cannot hope to reduce to any considerable extent 
the present high maternal, foetal and infantile death rates. 


Bilharziasis of the female genital tract. Gibson records the following case of 
bilharzia infection of the Fallopian tube complicating tubal pregnancy. A 
married woman, aged 25, consulted her doctor four months after marriage 
because she had missed one period, and presented the signs and symptoms 
of extra-uterine pregnancy. There had not been any of the common 
symptoms of bilharzial infection. At operation the ovum was found to 
occupy the ampulla of the tube which was unruptured. A moderate 
hzemorrhage had occurred through the abdominal ostium into the peritoneal 
cavity. The tube and ovary were removed. The distal part of the tube was 
greatly thickened and the mesosalpinx was filled with irregular masses of 
what appeared to be soft fibrous tissue. Microscopic examination of the 
tube and broad ligament showed the presence of terminal-spined bilharzia 
(Schistosoma heematobium) ova in great numbers. F. E. T. 


American Journal of Obstetrics and Gynzcology. 
August, 1925. 
*The Ceesarean section scar. O. H. Schwarz and R. Paddock. 
*A study of the weight and dimensions of the human placenta in its relation 
to the weight of the new-born infant. F. L. Adair and H. Thelander. 
*Preliminary report on primary carcinoma of the cervix uteri treated with 
radium in the Woman’s Hospital in the State of New York. L. K. 
Farrar. 

Gyneplastic repairs following childbirth. J. L. Bubis. 

The treatment of secondary anzemia by blood transfusion preceding opera- 
tion for myoma uteri and pelvic inflammatory disease. B. M. Anspach 
and H. W. Jones. 

*Influencing the fertility of the female white rat by treatment with placental 
tissue. F. Kovacs. 

Version, its indications and contraindications. H. E. Miller. 

Symptoms associated with the menstrual cycle and the effects thereon of 
ovarian therapy. H. Sharlit, J. Corscden and W. Lyle. 

The réle of the cervix in sterility. I. W. Kahn. 

The limitations of Cresarean section. C. J. Miller. 

Brow presentation an attitude of deflection with the history of a case of 
spontaneous brow transverse. D. A. Calhoun 

Report of a case of uterus duplex bicornis cum vagina duplici. 


]. Price. 
Collective Review... The formation of an artificial vagina. F. Pemberton. 
Selected Abstracts—gonorrhcea, 

September, 1925. 
*Uterine endoscopy, endometroscopy with the aid of uterine insufflation. 


I. C. Rubin. 
“Improvements in the operative treatment of uterine retro-displacement. 
H. S. Crossen. 
Solid teratomata of the ovary. Report of two cases. W. TT. Black. 
The use of zine chloride in gynecology. J. C. Masson and H. O. Fouear. 
On some unusual vaginal fistule. H. R. Spencer. 


~ 


772 Journal of Obstetrics and Gynecology 


*A summary of the present status of the intravenous use of mercurochrome. 
E. B. Piper. 

Pelvic lesions as a contributing factor in chronic cystic mastitis. C. J. 
Miller. 

*Elusive ulcer of the bladder. F. E. Keene. 

A clinical analysis of one hundred and thirty-two cases of ectopic gestation. 
W. B. Henry. 

The pus-tube and its management. H. A. Royster. 

The sedimentation test in gynaecology. J. L. Baer and R. A. Reis. 

Selected Abstracts.—Physiology and pathology of the new-born. 

October, 1925. 

*Inguinal endometriosis (often reported as endometrial tissue in the groin, 
and adenomyoma of the round ligament). J. Sampson. 

*An illustrated history of the low or cervical Ceesarean sections. 

“Further studies in puerperal infections and their treatment. J. Polak. 

The influence of the male sex gland upon the female. An experimental 
studs to determine the sex ratio of the offspring. F. Kavacs. 

Cystic lesions of possible endometrial origin in the appendix. A report 
of four cases. G. Outerbridge. 

Purpura complicating pregnancy. J. G. Clark and F. Block. 

The deities concerned with childbirth among ancient peoples. E. 
Schumann. 

Department of Maternal Welfare. F. 1. Adair. 


The Cesarean section scar. Schwarz and Paddock have investigated the 
healing of the uterine wall after incisions in guinea-pigs. They find that 
the edges of the wound are held together by the early proliferation of fibro- 
blasts along with capillaries not only along the line of incision but also 
between adjacent muscle bundles. A definite scar tissue can be demon- 
strated from twelve to twenty-five days after incision. In the later stages 
the line of scar tissue formation with its ramifications is so contracted that 
it is difficult to make out. It then assumes a pattern indistinguishable 
from the uninjured uterine wall. The authors doubt whether muscle 
regeneration ever takes place, but if it does, it must do so very early. 

They have some useful observations upon the ill-effect of tying sutures 
too tightly—especially in the deeper layers of the uterine wall. They 
advocate a single row of buried interrupted sutures with an outer running 
suture for the closure of the incision in Caesarean section. 


A study of the weight and dimensions of the human placenta in its relation 
to the weight of the new-born infant. Adeir and Thelander have undertaken 
a very detailed study of this subject, but their paper does not lend itself to 
abstraction. Their more important conclusions are as follows : 

There is a positive co-relation between the weight of the baby and the 
weight, volume and surface area of the placenta. 

Thin or thick placentee are either proportionately small or large and 
have a disproportion between the volume and surface and are due to patho- 
logical causes. Likewise a marginal insertion of the cord indicates a 
pathological condition. 


Preliminary report of primary carcinoma of the cervix uteri treated with 
radium in the Woman’s Hospital in the State of New York. Lilian Farrar 
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here records the end results of 196 cases of cancer of the cervix treated by 
Ward and herself with radium. Eight cases have been lost sight of and 
they have been deducted rather than ‘‘ killed’ because on a previous 
occasion six women who had been put on the list as ‘‘ dead,’’ as they had 
not reported, walked into the clinic quite well and free from recurrence! 
The results are tabulated under the headings of ‘‘ operable ”’ and ‘‘ unoper- 
able,” and are extraordinarily good. Seventy-four per cent. of the latter 
were alive four years or more after treatment. 

The authors use 100 mg. of radium salt in the cervical canal for twenty- 
four to thirty-six hours. This or a larger dose may have to be repeated in 
two months and afterwards. 


Influencing the fertility of the female white rat by treatments with placenta 
extracts. Francis Kovacs considers that it would be a great boon to be able 
to prevent conception by methods based upon biological principles. The 
parenteral introduction of fresh placental tissue into the female appears to 
result in a temporary checking of fertility in the rat, but the author thinks 
that further research must be done upon larger animals in order to deter- 
mine whether the infertility is the result of early abortion or inhibition of 
the follicles or of diminished vitality of the ova cells. Kovacs hopes to be 
able to isolate the component of the placenta which produces relative infer- 


tility and particularly to make such results available for use in human 
beings. 


Uterine endoscopy. endometroscopy with the aid of uterine insufflation. 
Rubin has further developed his methods of inflation in order to embrace 
visual examination of the cavity of the corpus uteri. He uses a special 
apparatus which is a modification of the McCarthy cystourethroscope. 
Rubin finds that gas is far superior to water for distension of the uterine 
cavity. About 20.0 cc. of gas are delivered into the uterus through the tube 
at a continuous and uniform rate. 

It is thought that the instrument will prove useful in the diagnosis of 
genital bleeding and in certain forms of dysmenorrhoea due to polypi. The 
microscopic changes occurring in the mucosa during menstruation might 
also be observed in suitable cases. 


Improvements in the operative treatment of uterine displacements. Crossen 
does not describe any new operation, but pleads for the use of different 
types of operation for different classes of case. Thus he advises his own 
well-known modification of the Gilliam operation for those cases of retro- 
version in which the adnexa are healthy and the tissues more or less 
normal. The removal of the tube and ovary, when such is necessary, causes 
conditions unfavourable for this operation and in its stead the round liga- 
ment should be folded back over the pedicle so as to pull the fundus 
forwards. When retroversion is only part of a general relaxation of the 
pelvic structures, Young’s method of shortening of the utero-sacral liga- 
ments should be coinbined with shortening of the round ligaments. 

The method chosen for forward-fostening of the corpus-uteri when the 
broad ligaments are infiltrated will depend npon the degree of fixity. 
When possible a loop of round ligament should be employed to fix the 
uterus as in the original Gilliam operation. The space to the outer side of 
the loop must be closed by the Ferguson method. In other cases the 
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round ligament is sewn to the anterior parietal peritoneum to keep the 
uterus in anteversion. 

Crossen emphasizes the following important points :—(1) A considerable 
proportion of patients with uterine retro-displacements have no pelvic 
symptoms and require no treatment. (2) In a certain percentage of patients 
with retroversion and pelvic symptoms, the pelvic symptoms are not due to 
the displacement but to some entirely separate lesion. (3) Some of those 
who have liabilities due to retroversion can be completely relieved by non- 
operative treatment. 


A summary of the present status of the intravenous use of mercurochrome. 
Three years ago Piper published his results in various experiments with 
the intravenous use of mercurochrome, and, last year, he recorded some 
clinical results and observations upon the method of treatment in blood 
infections. Piper very frankly admits that the treatment has proved to be 
of much less value in the treatment of puerperal septicaemia than he had 
hoped. This admission lends great weight to his present observation. 

There are certain organisms which are destroyed by mercurochrome less 
easily than others—for example the viridans and fzecalis types of strepto- 
cocci are unaffected, and the heemolytic streptococcus pyogenes has been 
fatal in every case in spite of the injections. 

-The author does not contend that there is any possibility of cure by this 
treatment other than may result by temporarily eradicating the micro- 
organism from the blood stream whereby the individual’s powers of 
resistance may have the opportunity of increasing. Any focus of pus must 
be drained by surgical methods. . 

The treatment is not unattended by danger and is liable to cause 
nephritis. The results in puerperal septicaemia are most discouraging, 
though there have been some successful cases. In sp'te of the various 
investigators who contend that the solution of the problem of blood infec- 
tions lies in the penetrability of some synthetic preparation, the author is 
of opinion that there is an unknown factor which must first be determined 
before blood-stream infections can be eradicated. 


Elusive ulcer of the bladder. Keene has observed twenty cases of this 
curious ulcerative condition of the bladder which was first described by 
Manner. It is a definite entity characterized pathologically by areas of 
superficial ulceration surrounded by an inflammation involving the entire 
bladder wall. The clinical symptoms are severe and chronic and are very 
resistant to treatment. On cystoscopic examination the d’sease is charac- 
terized by an area of cedema upon which are one or more superficial ulcers. 
The trigone of the bladder is never involved. The edges are clean cut, and 
the bases bright red or perhaps covered with a purulent fibrinous exudate. 
The ulcers bleed very readily upon the slightest touch. The etiology is 
not known, but it may be due to a blood infection or secondary to a non- 
tuberculous infection of the urinary tract  Strictures of the ureter have 
been noted and sometimes dilatation of these has appeared to effect a cure. 
Lavage of the bladder only serves to increase the natient’s suffering. 
Elimination of renal or ureteral infection is of primary importance and may 
result in spontaneous healing. Experience with fulguration seems to hold 
out hopes of cure. Excision of the ulcer-bearing area is a formidable 
procedure, but the author considers that it is justifiable when other 
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measures have failed and the lesion is limited to an accessible portion of 
the bladder. 


Inguinal endometriosis (often reported as endometrial tissue in the groin, 
adenomyoma in the groin and adenomyoma of the round ligament). Sampson 
has encountered eight cases of peritoneal endometriosis with involvement 
of the intraperitoneal portion of one or both round ligaments, although in 
none of these has the lesion been of any clinical importance. 

He has met with three cases of menstruating endometrial growths in 
the inguinal region. In the first the growth was situated just below the 
external abdominal ring and the round ligament was not observed during 
the operation. In the second case the mass of tissue was adherent to the 
side of the terminal portion of the round ligament, but no actual invasion 
could be demonstrated. The author was satisfied, however, that the growth 
had developed in the tissues at the side of the round ligament. The last 
specimen was removed from the region of the femoral ring where it was 
densely adherent to the femoral vein. 

Sampson does not consider that any of the cases could be classified as 
a “tumour of the round ligament.”’ He thinks that the endometrial tissue 
might have reached the groin through vessels accompanying the round 
ligament. 

Endometrial nodules were found in the pelvis in the first two cases, but 
the only growth which could be found in the third case was that in the 
femoral region. It is suggested that these growths may be metastatic 
through lymph vessels or veins, or direct extensions along the round 
ligaments or endometrial deposits in a hernial sac. 


An illustrated history of the low or cervical Cesarean sections. The opera- 
tion to which De Lee has given the name ‘ laparotrachelotomy ”’ is, as he 
says, essentially that devised by Sellheim. It consists of the following 
steps: A median abdominal incision just above the pubis; a transverse 
division of the peritoneum of the uterine wall one inch from the firm 
attachment. After dissection upwards of the uterine flap a longitudinal 
incision is made in the lower uterine segment. The child is extracted 
through this. The uterine wall is repaired in two layers. The author 
believes that this method should replace the classical operation, and that 
its use will permit of the extension of the indications for Caesarean section 
to cases which up to now have been considered too dangerous for the 
operation. 


Further studies in puerperal infections and their treatment. Polak, from 
observations conducted in his laboratories by Eggerth, has drawn the 
following conclusions: The bacterial inhibiting power of neutral acrif- 
lavine upon hremolytic streptococci within the body is so slight, even in 
large doses, that the intravenous injection of the dye is not a legitimate 
therapeutic measure in hemolytic bacteriemia. Acriflavine had 4 bad effect 
upon the kidneys and liver and it can herdly be supposed that damaged 
organs can functionate properly. 

Regarding mercurochrome, the author is quite positive that intravenous 
injections in no way interfere with the progress of the infection. Experi- 
mental evidence has proved that hemolytic organisms exposed to concen- 
trations of one in ten-thousand (which represents the maximum concentra- 
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tion of the dye which is possible in the circulation) has no bactericidal 
action. On the other hand Polak is quite convinced of the value of blood 
transfusions. Many have objected to transfusion on account of the severe 
reaction which occasionally occurs. This can be obviated by doing the 
transfusion during the remission of temperature and preceding it with an 
injection of morphine and scopolamine. The blood must be carefully 
matched. W. W. Kine. 


The Journal of the American Medical Association, 


Vol. 85, No 1, July 4, 1925. 
*Isthmospasm of the Fallopian tube: report of cases. W. T. Kennedy. 
“Centric puerperal palsies. J. E. Talley and D. L. Ashton. 
*The hereditary tendency to herpes facialis and urticaria. J. B. McNair. 
Vol. &5, No. 2, July 11, 1925. 
"Effect of ultra violet rays on hormones of ovarian follicle and placenta. 
E. Allen and M. M. Ellis. 
Production of malformations through irradiation. (Editorial.) 
Vol. 85, No. 3, July 18, 1925. 
"Radium treatment of carcinoma of the cervix uteri : results at the Woman’s 
Hospital after five years. G. G. Ward and L. K. P. Farrar. 
Vol. 85, No. 4, July 25, 1925. 
*Tuberculosis of the vagina: report of a case. L. R. Wharton. 
*Pelvimetry of the superior strait by means of the Roentgen ray. H. Thoms. 
Smallpox occurring in twins at birth. J. A. Martin. 
Vol. 85, No. 5, August 1, 1925. 
“Neonatal pyelitis. L. W. Sauer. 
“Intracranial hemorrhage in the new-born. C. G. Grulee. 
*“Gelpi-Bubis weighted vaginal speculum. J. lL. Bubis. 
“Hernia in a woman 104 years old. G. W. Cottis. 
Vol. 85, No. 6, August 8, 1925. 
*Ovarian follicular hormone: distribution in human genital tissues. E. 
Allen, J. P. Pratt, and E. A. Doisy. 
*Dilatation of ureter and kidney pelvis during pregnancy : a pyelographic 
study. H. lL. Kretschmer and N. S. Heaney. 
*A simple method of cauterization of the cervix. §S. F. Abrams. 
Vol. 85, No. 7, August 15, 1925. 
“Hyperemesis gravidarum. P. Titus, 
*The spinal fluid in the new-born. M. H. Roberts. 
*Demonstration in the female sex hormone in the circulating blood : I. Pre- 
liminary report. R. T. Frank, M. L. Frank, R. G. Gustavson and W. 
W. Wezerts. 
Ruptured ovarian cyst with serum rash. J. P. Kennedy. 
Vol. 85, No. 9, August 29, 1925. 
*Universalizing breast feeding in a community. F. H. Richardson. 
Vol. 85, No. 10, September 5, 1925. 
Pyelonephritis complicating pregnancy after nephrectomy. Report of a 
case. J. E. Hall. 
Vol. 85, No. 12, September 19, 1925. 
"Treatment of thrush with gentian violet. H. K. Faber and 1. B. Dickey. 
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Vol. 85, No. 15, October 10, 1925. 
“Average sex life of American women. R. I. Dickinson and H. H. Pierson. 
*A new delivery bed. G. Gellhorn. 

Vol. 85, No. 16, October 17, 1925. 
*Umbilical haemorrhage accompanied by deep jaundice: report of a case. 

H. Acosta-Sison. 

*Obstetric vaginal speculum. C. O. McCormick. 

Vol. 85, No. 18, October 31, 1925. 
The diarrhceas of infants. (Editorial.) 


Isthmospasm of the Fallopian tube. Kennedy reports four cases of sterility 
and dysmenorrhcea in young married women in whom the tubes and 
isthmus, while anatomically normal, showed hypertonicity of the cireular 
muscles constituting isthmospasm. He draws the following conclusions :— 

(1) Isthmospasm of the Fallopian tube is one obstruction between the 
meeting of ovum and spermatozoa and may be the only obstruction pre- 
venting the passage of a fertilized ovum from the tube into the uterus—a 
predisposing factor in ectopic gestation. 

(2) Isthmospasm is one condition that will explain selective sterility. 

(3) Attenuation of an isthmospasm would explain some delayed concep- 
tions. 

(4) Isthmospasm exists in some women complaining of sterility and 
dysmenorrheea, and is frequently associated with anteflexion. 

(5) Isthmospasm is caused by improper balance of the autonomic and 
sympathetic innervations, the autonomic being in excess or the sympathetic 
being deficient. 

(6) A tube, having a normal ampulla and no evident abnormality of the 
isthmus, even though it obstructs the passage of carbon dioxide gas by 
insufflation, should not be removed at operation because we may render a 
patient permanently sterile who is now only temporarily so. 


Centric puerperal palsies. Talley and Ashton note the comparative rarity 


of puerperal palsies. They are usually hemiplegias, though commonly the 
face, arm and leg are unequally involved. Infrequently monoplegias occur. 
A primary partial aphasia may be the forerunner. 

The commonest cause is intracranial thrombophlebitis secondary to 
infectious thrombophlebitis in uterine, pelvic, iliac, femoral or other veins, 
and this pelvic thrombophlebitis may show a remarkable degree of latency. 
Cerebral embolism, heemorrhage and serous apoplexy are other causes. The 
relationship between pelvic or femoral thrombophlebitis and cerebral 
embolism is not easily explained. No case of puerperal embolism with 
necropsy was found by the authors. 

Cerebral palsies arising ante-partum, intra-partum, immediately post- 
partum, or a few days after delivery, are most often due to cerebral haemor- 
rhage or embolism. Palsies occurring during the second or third week of 
the puerperium are almost always due primarily to infection; later, and 
even during the first week, they may be due to infection. Palsies occurring 
before or just after birth are often associated with eclampsia and nephritis. 
In these cases necropsy often shows punctate or even large hvemorrhages, 
but sometimes transient congestion and cedema of the brain are found, 
leading to the so-called “ serous apoplexies.”” Occasionally a ruptured 
varix in the brain has been found post-mortem. Multiple hemorrhages in 


lo 


778 Journal of Obstetrics and Gynecology 


the basal ganglia, pons and internal capsule are found and explain the 
crossed palsies, especially left-sided palsy and aphasia. 

The differential diagnosis to decide that a centric puerperal palsy is due 
to cerebral thrombophlebitis, embolism, heemorrhage or serous apoplexy is 
difficult, if not impossible. 

The prognosis varies with the underlying cause, and is always grave, 
hut not hopeless. The number of recoveries slightly exceeded the deaths, 
and only a few of those patients living had permanent palsies left, and even 
these show improvement. The permanent disability was never so great as 
the initial palsy. 

As regards treatment these patients stress anew the need of strict asepsis 
in delivery, and are an argument against vaginal examinations late in 
pregnancy. The treatment of the local thrombophlebitis is surgical, and 
the treatment of the palsies does not differ from the non-puerperal except 
that massage and manipulation are contraindicated. Detachment of frag- 
ments and consequent embolism is a real danger. 


The hereditary tendency to herpes facialis and urticaria. McNair reports the 
occurrence of herpes facialis and urticaria among four generations in one 
family, and considers that if the tendencies to these conditions in this 
family are inherited, they bear indications of being Mendelian recessive 
characters. 


The effect of ultra-violet rays on the hormones of the ovarian follicle and placenta. 
Allen and Ellis found that exposure to ultra-violet rays in air destroys both 
the ovarian and placental hormone, and consider that the destruction of 
these hormones by the ultra-violet rays may possibly be associated with 
some oxidative change, as it is well known that ultra-violet rays promote 
the oxidation of some substances and also that molecular oxygen is partly 
transformed by ultra-violet rays into ozone. 


Radium treatment of carcinoma of the cervix uteri. In the six years that they 
have treated cancer of the cervix with radium, Ward and Farrar based their 
treatment on the reaction of the neoplasm to the initial or therapeutic dose 
as seen from six to eight weeks after the first radium treatment has been 
given. Reviewing the results after five years they draw the following 
conclusions :— 

(1) We believe that the initial dose of radium should be a test dose to 
ascertain the reaction of the malignant growth and of the normal tissues 
to radium activity. 

(2) It has been our aim to give only a dosage sufficient to inhibit the 
tumour growth and to produce scar tissue in the cervix and adjacent struc- 
tures. It is by this production of dense scar tissue that the blood vessels 
are occluded and the cancer cells starved and isolated. 

(3) The surgeon himself should be acquainted with the clinical progress 
of the reaction to radium going on in the cervix. 

(4) Regularly monthly visits on the part of the patient and personal 
inspection by the surgeon himself are absolutely necessary to check the 
renewed activity of the malignant growth in its incipience by subsequent 
radium treatment. 

(5) We believe that, if we succeed in arresting the progress of the disease 
by inhibiting the growth and walling-in and imprisoning the cancer cells 
in cicatricial connective tissue, we are exposing the patient to a greater risk 
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in opening up these barriers by the necessary trauma incident to a hyste- 
rectomy, and feel that we may do better for our patients if we rely on 
radium alone in view of our own statistics and those reported by other 
clinics. 


Tuberculosis of the vagina. Wharton gives a summary of tuberculosis of 
the vagina based on a group of 39 cases, one being presented in detail from 
his own practice ; another is from the wards of the Johns Hopkins Hospital ; 
and the remaining 37 are collected from the literature. The total recorded 
in the literature is 75, but Wharton excludes those in which there is no 
pathological evidence to support the diagnosis. 

Tuberculosis of the vagina is thus one of the rarest of all gynecological 
diseases. It has been found more frequently at necropsy than in clinical 
practice, and is not always secondary to tuberculosis of the uterus or 
Fallopian tubes, but may be the only tuberculous lesion in the reproductive 
organs, whilst in some instances it is the only active focus in the body, and 
so may be amenable to surgical treatment. The treatment and prognosis 
depend on the activity and extent of the associated tubercuious lesions. 
Tuberculous ulcers of the vagina rarely yield to conservative treatment ; 
excision is the procedure of choice. In every instance, however, the thera- 
peutic problem is fundamentally medical, and the patient should be treated 
from that point of view. 


Pelvimetry of the superior strait by means o: the Reentgen ray. Attempts to 
determine the diameters of the pelvic inlet were made as early as 1897 by 
Budin and Varnier. Thoms now describes and figures a method much 
simpler than the complicated methods heretofore used in Roentgen-ray 
pelvimetry. After the relative distances of the various planes above the 
horizontal have been established and calibrated on lead strips, no further 
calculation becomes necessary, and the procedure then is simply one of 
taking a Roentgenogram. 

Thoms claims that pelvimetry of the superior straight by means of the 
Roentgen-ray has a very valuable practical, as well as a scientific, applica- 
tion in the practice of obstetrics, and that it should have a place in all 
obstetric clinics where teaching and classification of pelves is carried on. 
It has a distinct application in cases in which contraction of the superior 
straight is suspected, or those in which there is non-engagement of the head 
at term, where the size and shape of the fcetal head must be considered. 
Thoms is now developing a similar method for measuring the biparietal 
diameter of the foetal head in patients at term, the results of which will be 
published later. 


Neonatal pyelitis. Sauer gives a brief report on neonatal pyelitis based 
on twelve cases seen in private practice in the last few vears and on three 
cases reported in rg18 by Helmolz. It is submitted because : (1) The disease 
occurs periodically and may be easily overlooked; (2) the early symptoms 
are invariably referable to the gastro-intestinal tract or to the central 
nervous system, and also an acute, generalized B. coli septicemia. 

The author concludes that :— 

(1) Neonatal pyelitis is probably a periodic disease which occurs most 
frequently in male infants. 

(2) Gastro-intestinal symptoms, especially vomiting, anorexia, diarrhea 
and tympanites predominate. 
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(3) Microscopic examination and culture of the urine of 15 non-thriving 
infants with gastro-intestinal symptoms or cyanosis revealed pus and B. coli 
in 14 instances. 

(4) The disease, when free from complications, usually responded within 
six weeks to diuresis and continued alkalization of the urine. 

(5) The infection is probably due to pathogenic, enteral B. coli which 
localize by way of the blood stream. 


Treatment of intracranial hemorrhage in the new-born. Of the conditions that 
are known to be especially fatal to the new-born infant none is more 
frequent than intracranial haemorrhage. These haemorrhages usually occur 
on the surface of the brain, most often over the convexity, but at times 
beneath the tentorium. Sometimes the hzemorrhage occurs within the 
ventricle leading to rupture of the ventricle and to the escape of the blood 
on to the surface of the brain. It has been shown that within twenty-four 
hours after these hemorrhages occur, there is distinct destruction of 
nervous tissue and that this destruction extends but slightly after that 
caused by the initial haemorrhage. Different operative measures have been 
suggested for the relief of this condition. The, author’s experience of the 
decompression operation was anything but successful, and he thinks that 
it has now been discarded. He offers objections to attempts to tap the 
liemorrhage by way of the anterior fontanelle, while the results of lumbar 
puncture have been far from successful. He therefore considers that the 
best treatment is absolute quiet and rest, and that the measures hitherto 
adopted for the relief of the condition are satisfactory neither from the 
theoretical nor the practical standpoint; that the damage is done before 
the measures can be of value, and that until earlier diagnosis is possible 
nothing should be done to disturb the quiet of the infant. 


The Gelpi-Bubis weighted vaginal speculum. This is a two-piece instrument 
consisting of the Gelpi-perineal retractor supplied with a Haslam Loktite 
locking device and thumbset screw over which the groove of the Bubis 
weighted speculum is placed in position. The Gelpi-perineal retractor is 
first placed in position and the Bubis-weighted speculum is superimposed 
and fixed in the right position with the thumb-screw. The instrument is 
said to be especially adaptable for repair of the cervix and cystocele and 
for vaginal hysterectomy. The amount of tension and exposure of the 
vagina are easily controlled, and one assistant can be dispensed with during 
the operation. 


Hernia in a woman 104 years old. = Cottis operated on a woman aged 104 
for a strangulated right femoral hernia under procain anzesthesia. Un- 
eventful healing followed, and the patient, now aged 105, is still active 
enough to work in her flower garden every day. She had undergone three 
previous operations for strangulation of the hernia and its recurrences. 


The ovarian follicular hormone: its distribution in human genital tissues. 
The authors’ summary and conclusions are as follows : 

(1) A determination of the amount of active substance extracted from 
different human genital tissues is made. 

(2) This is measured in rat units by means of a decisive anatomical and 
physiological reaction of the genital tract of the spayed rat to injected 
lipoid extracts. 


+5 
é 
om 


Review ot Current Literature 781 


(3) The follicular hormone is present in greater concentration in large 
ovarian follicles than in those of pigs. 

(4) In pigs and cows, the secretion of this hormone ceases or wanes 
rapidly following ovulation; in women, it is continued after ovulation by 
the corpus luteum for a considerable period. 

(5) It seems possible that this may prove to be one of the principal 
determining factors in the difference between the cestrous cycle of lower 
mammals and the menstrual cycle of primates. 

(6) Extracts have been made of placentas from women and cows which 
gave the same growth reaction in test animals as does the ovarian follicular 
hormone. 

(7) The human corpus of the first and third months of pregnancy con- 
tains some active substance, but the placenta contains much larger 
quantities. 

(8) The evidence presented indicates that the corpus can be excised as 
early as twenty days following the last menstruation without interfering 
with normal gestation ; consequently, this endocrine function of the corpus 
in women during this time does not seem a necessary one. 

(9) Two possibilities present themselves to explain placental endocrine 
function : either (1) the hormone extracted from the placenta is elaborated 
there, or (2) it is retained there after being formed in the ovarian follicles 
or (in woman) in the corpus luteum. Further experimental evidence is 
necessary to settle this point. 

(10) Whichever proves to be the case, the balance of endocrine function 
between ovaries and placenta offers a fertile field for more work. 


Dilatation of the ureter and kidney pelvis during pregnancy. That dilatation 
of the kidney, pelvis and ureter occurs during pregnancy was known to the 
older clinicians, who made their observations at necropsy on patients who 
died from obstetric complications. In this pyelographic study Kretschmer 
and Heaney show that dilatation of the upper urinary tract during preg- 
nancy is quite common, varying degrees of dilatation having been found 
to occur in approximately 80 per cent. of normal pregnancies. 


A simple method of cauterization of the cervix. Abrams describes a method 
of cauterization of the cervix which he claims to be simple, efficient and 
universally accessible, and considers that the cautery method of treatment 
is the method of choice in lacerations and inflammatory cervical lesions. 
The results, with the method properly applied, are excellent, and there is 
no cervical dystocia following its use. 


Hyperemesis gravidarum: treatment by intravenous injections of glucose, and 
carbohydrate feedings. Titus summarizes his communication thus :— 

(1) Intravenous injection of glucose for hyperemesis gravidarum, first 
recommended in two previous communications by co-workers and himself, 
has now come to be an accepted method of treatment. 

(2) Because of a diversity of opinions on such matters as the dose of the 
sugar, the preparations of glucose to use, the concentration of the solutions, 
and the frequency of the injections, detailed directions are outlined in this 
paper. 

(3) The principal points to be observed are that (1) the therapeutic dose 
of glucose for an adult of average size is from 50 to 75 gm., and smaller 
doses do not give the desired effect ; (2) any preparation of glucose for intra- 
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venous administration must be chemically pure because reactions in the 
patient are usually traceable to impure or carelessly prepared solutions ; 
(3) hypertonic solutions (preferably 25 per cent.) act more promptly and 
favourably than weak solutions, and (4) single injections are safer than a 
continuous flow, but must be repeated from one to three times daily accord- 
ing to the condition and response of the patient. 

(4) Favourable results are now reported in a total series of 328 cases of 
hyperemesis gravidarum treated by high carbohydrate feedings or intra- 
venous injections of glucose. Therapeutic abortion was performed four 
times, and three of the patients died. Two of these cases were clinically to 
be classed as acute yellow atrophy of the liver. 

(5) The basis for the treatment of hyperemesis gravidarum by glucose 
and other carbohydrates, whether given by vein, by mouth, or by bowel, is 
to be found in the physiological assumption that there is a carbohydrate 
deficiency in the maternal organism. 

(6) This deficiency occurs as the result of an unusual demand for carbo- 
hydrates made by the growing foetus, and a diminished carbohydrates in- 
take in the patient‘s diet, thus being a combination of an indirect and a 
direct starvation. 

(7) Pregnancy toxzemia and starvation are not identical, for additional 
iactors undoubtedly are involved. Every pregnant woman is a potential 
subject for toxeemia, and if by a starvation of carbohydrates the liver is 
depleted of its reserve glycogen, its detoxicating action is thereby impaired, 
and a more profound effect from toxins from whatever source is thus made 
possible. 

(8) Carbohydrate deficiency in pregnancy toxeemia probably is the cause 
of part of the central necrosis of the liver lobules seen in fatal cases, its 
action being the same as that by which simple starvation produces similar 
necrosis. 

(9) The action of glucose is probably twofold : (1) a direct liver-sparing 
effect, and (2) a stimulation of the storage properties of the liver cells, which 
is practically identical with regeneration and’ repair. 

(10) Ampoules of concentrated glucose solution, which may be diluted as 
required, are now being prepared by reliable pharmaceutical firms, and may 
be obtained for emergency use or when laboratory facilities are not available. 

(11) A limited but fairly comprehensive experience with the combined 
use of insulin and glucose, injected intravenously, has led to the belief that 
this is of no clinical advantage. Moreover there is evidence to show that 
insulin actually causes glycogen stores to become depieted, by its demand 
for glucose to be oxidized and otherwise metabolized. In toxaemia of preg- 
nancy therefore, in which storage in the liver and not combustion of the 
injected sugar is the desired result, the simultaneous administration of 
insulin is contraindicated. 


The spinal fluid in the new-born. This is a study of the spinal fluid of 423 
new-born babies with special reference to intracranial haemorrhage. Each 
of the fluids contained a yellow pigment, bilirubin, which persisted at least 
until the ninth day, and was intensified if jaundice occurred. It cleared by 
the fourth week. The intensity of the pigmentation was closely related to 
the physical development of the infant. 

Sixty cases, or 14.1 per cent., showed the presence of intracranial hzemor- 
rhage, two being due to haemorrhagic disease and 58 to trauma. Abnormal 
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labours and operative procedures tend to increase the incidence of intra- 
cranial hemorrhage. Prematurity is also a definite cetiological factor. 
Only 26 of the 60 cases presented symptoms, so that although intracranial 
hemorrhage in the new-born is a common occurrence, even in normal 
labour, it is only in the severe cases that symptoms are exhibited. 

The death-rate is high, death occurring very shortly after birth in the 
fatal cases. The possibility of later and permanent disability resulting 
from intracranial heemorrhage seems remote. 


Demonstration of the female sex hormone ir “he ci:cvlating bicod. Frank and his 
collaborators have previously shown that the follicle fluid, the corpus 
luteum and placenta contain the same hormone—‘‘the female sex hormone.” 
To the three endocrine glands they have given the collective name of 
‘* gestational gland,’’ to designate their function. Even with the present 
crude and not quantitative methods of alcohol benzene extraction and con- 
centration, their results show that: (1) the female sex hormone can be 
recovered from the circulating fluid, and (2) the quantity in circulation is 
greater during cestrus than during the interval. 

The authors are now seeking refinement of methods in order to devise 
quantitative methods to enable them to study the amount of sex hormone 
present undez physiological conditions, such as prepuberty, puberty, and 
the fertile and infertile sex cycle, as well as in pathological states such as 
amenorrheea, sterility and menorrhagia. 


Universalizing breast feeding in a community. Richardson states that univer- 
salizing breast feeding in a community has become standardized, and 
enumerates the three essentials of which this procedure consists, namely : 
(1) There must be a group of physicians who are convinced of the over- 
whelming superiority of breast feeding over bottle feeding : who believe it 
attainble for the vast majority of infants, and who are familiar with a 
working technique for making breast feeding possible for the individual 
child. (2) There must be tie co-operation of the birth-recording department 
or bureau of the community. (3) There must be an organization controlling 
sufficient nurses trained in the technique of breast feeding, to visit each 
newly made mother, as soon as a birth certificate is filed, in order to instruct 


her in the desirability of keeping her baby on the breast, as well as in the 
way to accomplish this. 


Treatment oi thrush with gentian violet. In a recent epidemic affecting 
fifteen infants Faber and Dickey obtained successful results from the local 
application of one per cent. aqueous solutions of gentian violet, without 
employing supplementary washes or other treatment. They conclude their 
article with the following remarks :— 

‘While the effects of treatment with gentian violet were strikingly 
successiul in this series of fifteen cases, we feel justified, in the absence of 
careful controls, merely in presenting our data and recommending the dye 
for further trial and study as a local antiseptic in the treatment of thrush 
and as a prophylactic against this infection in the presence of an epidemic. 
Relapses after discontinuance of treatment are occasionally to be expected.” 


The average sex-life of American women Dickinson and Pierson consider 
that organized study of certain neglected aspects of human sex physiology 
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and practise are overdue, and that there is a part of this investigation that 
can be cared for only by the medical profession. Shall the American 
Medical Association, they ask, have any representation in these activities ? 


A new delivery bed. Gellhorn points out the shortcomings of the delivery 
beds in common use, and has endeavoured to overcome them by a novel 
but simple attachment to the lower end of the ordinary delivery bed. Com- 
fortable and roomy foot-rests, shaped like the wooden shoes of the Dutch 
peasants, are placed on a weight with the table and can be adjusted to any 
distance from the table. Connected with the foot-rests are well-rounded 
knee supports which are easily adjusted to the individual patient. Between 
the foot-rests, but a few inches below them, is an extension table or shelf 
which may be turned down by pressing a pedal. A simple arrangement 
permits one to raise the lower end of the table for the occasions when an 
elevation of the pelvis is desired for obstetric manipulations, such as 
reposition of the umbilical cord. 


Umbilical hemorrhage accompanied by deep jaundice. Acosta-Sison records 
a fatal case in a baby, aged twenty days, in which the cause of the hamor- 
rhage and jaundice could not be ascertained, and in which repeated blood 
transfusions and Roentgen irradiation were unable to save the life of the 
child. 


A new obstetric vaginal speculum. With the exception of De Lee’s speculum 
all vaginal specula and retractors hitherto employed were designed and 
constructed for gynzecological use. McCormac has designed an instrument 
that will permit of spacious exposure and is non-traumatizing. It is a 
modified ribbon retractor, the short or retractor arm being thin, wide and 
flexible. This short arm measures 10.5 cm.X3.7¢m., whilst the length of 
the long arm, or handle, is 23.5cm. The rounded thickened end of the 
short arm and the turned edges and flexibility reduce tissue injury to a 
minimum. F, E. T. 


Surgery, Gynzcology and Obstetrics. 
Vol. xli, No. 1, July, 1925. 
*Diathermy with metal electrode as a possible adjuvant in the treatment 
of gonorrhoea in women. R. T. La Veke. 
“A critique on the histogenesis of heterotopic endometrial proliferations. 
M. R. Robinson. 
Vol. xli, No. 2, August, 1925. 
“(Edema and hypertrophy of the cervix uteri during the puerperium. A. 
Turenne. 
*Foctus amorphus : report of a case. J. P. Simmonds and G. A. Gowan. 
*Iniencephalus a cause of extreme dystocia. W. A. Newman Dorland. 
*Carcinomatous ovarian teratoma with premature puberty and precocious 
somatic development. R. H. Harris. 
“Etiology of pre-eclamptic toxaemia from a clinical aspect. E. Cary. 
Vol. xli, No. 3, September, 1925. 
“Endoscopy of the abdomen; abdominoscopy ; a preliminary study, includ- 
ing a summary of the literature and a description of the technique. O. 
E. Nadeau and O. F. Kampmeier. 
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*Syphilis in relation to pregnancy. J. N. Nathanson. 

“Degeneration of fibromyomata of the uterus. L. Seed. 

Further experience of cancer of the breast. B. B. Davis. 

Abdominal hysterectomy for hydatidiform mole. A. Turenne. 

Permanent occlusion of an intractable vesico-vaginal fistula by a trachelo- 
plastic flap: case report with observations on the omission of the in- 
dwelling catheter. A. Sturmdort. 

Conical resection of the uterus with abdominal fixation. J. N. Jackson. 

Vol. xli, No. 4, October, 1925. 

*Teratomata—ovarian and retroperitoneal. A. O. Gordon. 

“Radiation therapy in deep-seated malignant disease. G. E. Piahler. 

A consideration of the cervix uteri from the standpoint of its sphincter 
properties. E. M. Blair. 

“Sarcoma of the uterus; report of a case with a review of the literature. 
J. C. Bunten. 

*Ceesarean section after the test of labour : description of author’s technique. 
H. M. Armitage. 

A round ligament operation for the surgical cure of uterine displacement 
in selected cases. G. L. Carrington. 

Vol. xli, No. 5, November, 1925. 

*A study of menstruation. S. D. Ludlum and E. McDonald. 

‘Further observations of intracranial haemorrhage in the new-born. W. 
Sharpe and A. S. Maclaire. 

*Retroperitoneal cysts. H. W. Cave. 

*Fatty tumours of the uterus. A. C. Starry. 

*A study of the intramural portion of normal and diseased tubes with 
special reference to the question of sterility. S. H. Geist and M. A. 
Goldberger. 

*On the value of the leucocyte count as an aid to diagnosis in ectopic gesta- 
tion. L. K. P. Farrar. 

A simple method of determining patency of Fallopian tubes. S. Seides. 


Diathermy with metal electrode as a possible adjuvant in the treatment of 
gonorrhea in women.J,a Vake reports on 10 cases treated by this method, and 
draws the following conclusions :— 

(1) Diathermy, with the metal electrode in the cervix, is not a gonococco- 
cide to organisms in the deep tissues, at least with the amperage which can 
be borne by the patient from the standpoint of pain and which will not 
cause damage to the tissues. 

(2) Diathermy of from 30 to 4o minutes’ duration, with the Corbus 
electrode registering 45 degrees C. or 113 degrees F., produced a copious 
vaginal discharge, which gives evidence from smears of having washed out 
the cervical canal, and may thus be of value in preparing the cervix for 
medication. 


(3) It may be of value as a provocative measure before taking smears in 
doubtful cases. 

(4) An electrode long enough to enter the internal os should not be used 
in the cervix, because of the possibility of extending the infection. 

(5) The fact that diathermy sometimes produces colic-like pains resem- 
bling menstrual cramps or threatened abortion, and that it frequently 
produces irregularities in menstruation, suggests that it might be a 
dangerous treatment in pregnant women. 
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A critique on the histogenesis of heterotopic endometria) proliferations 
Robinson sums up the conclusions of his critique on this subject in the 
following terms :— 

(1) Histogenetic investigation must ante-date the period of cell differen- 
tiation. 

(2) Morphological similarity is not synonymous with histogenetic 
identity. 

(3) Histogenetic proof demands functional as well as structural simi- 
larity between the neoplasm of the tissue or the organ of which it is claimed 
to be a derivative. 

(4) The theory of displacement no longer fulfils our present concept of 
heterotopic endometrial formations : it should be discarded. 

(5) Adenomyoma is peculiar to the female and is prevalent during the 
period of maximum procreative function. 

(6) The coelomic epithelium harbours adenomyomatous potentialities, 
which it unfolds when acted upon at the proper time and moment, by 
specific genetic forces furnished by the body as a whole. 

(7) The columnar epithelium is capable of exerting cytogenic influences 
upon its supporting connective tissue. 

(8) The genetic source of all adenomyomata, irrespective of location, is 
the coelomic epithelium. 

(9) Inflammation may precipitate an adenomyomatous process, but it 
cannot enhance its growth and development, but later being the result of 
biological or biochemical processes. 


(Edema and hypertrophy of the cervix uteri during the puerperium. 
finds that :— 

(1) Hypertrophy of the cervix may co-exist with pregnancy and normal 
labour. 

(2) Acute and chronic cedema which accompany hypertrophic lesions of 
the cervix during pregnancy may give rise to sudden accidents that may 
disturb the course of pregnancy and jeopardize parturition. 

(3) Dystocia seems to be more frequent in cases of supravaginal hyper- 
trophy. 

(4) Except in cases of supravaginal hypertrophy, diagnosed very early, 
expectant treatment is preferable in the absence of complicating factors. 

(5) Amputation of the supravaginal portion must not be advised during 
pregnancy. Amputation of the vaginal portion should not be made after 
the fourth month. 

(6) In cases of dystocia provoked by hypertrophic lesions of the cervix, 
with or without cedema, the high route is preferable to the low. 

(7) Simple cedema of the cervix almost always yields to rest and the 
Trendelenberg position. Only exceptionally ‘s operation indicated. 

(8) Septic conditions may constitute an urgent indication for cervical 
amputation during pregnancy. 

(9) In performing cervical amputation when the patient is not pregnant 
one must bear in mind that excessive shortening, like a cicatrization due to 
septic causes, may interrupt pregnancy and cause cervical dystocia. 


Turenne 


Fetus amorphus. Simmonds and Gowan describe in detail a specimen of 
one of the rarer types of fetus amorphus. This was a kidney-shaped mass 
covered with skin, with a growth of hair on one end, a rudimentary mouth 
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and eye, and the rudimentary base of a skull and three vertebrae. The mass 
was composed chiefly of cedematous connective tissue, with blood vessels 
and fat, and with a few fibres of striated muscle and a very small mass of 
glia cells and a very few ganglion cells. 


Iniencephalus—a cause of extreme dystocia. Dorland states that the condi-- 
tion of iniencephaly is very rare---there being a total to date of 38 inien- 
cephali. Not every monster of this type, however, gives rise to dystocia. 
Most of the cases are premature, and the small foetuses are delivered spon- 
taneously after comparatively short labours, notwithstanding the presenta- 
tion by the face or the breech. An anterior chin presentation may readily 
be delivered without difficulty. Nevertheless, as in Dorland’s case, 
extreme dystocia may result from the monstrous development in full term 
foetuses of this variety of teratism. 


Carcinomatous ovarian teratoma with premature puberty and precocious somatic 
growth. Harris reports the further history of a case first published in 1917. 
In 1914 he removed a caicinomatous teratoma of the right ovary associated 
with sexual and somatic precocity in a girl aged five years and ten months. 
At the present time, over ten years later, this patient is in good health and 
free from discoverable recurrence. 

The tumour was irregularly globular and smoothly encapsulated, had a 
broad pedicle 2.5 inches long, weighed 4 lbs. 4 0z., and measured 7X5.5 
inches. It was composed of two masses of solid (issue which were separated 
by two large cysts filled with thick gelatinous semi-fluid contents. In the 
solid portion of the tumour there were many small cysts, and three small 
bones of compact texture resembling miniature cranial bones. Microsco- 
pically the tumour contained embryonic lung tissue, neuroglia tissue, and 
nerve cells, tissue resembling the gast:o-intestinal tract, islands of cartilage, 
and dermoid cysts conta_ning hair, sebaceous and sweat glands. There were 
structures from all three germinal layers, ectodermal, mesodermal and 
entodermal. The larger part of the growth presented the appearance of 
adeno-carcinoma, showing in some places solid medullary masses of car- 
<'noma with areas of necrosis. 

Hartis also reviews the literature of teratomata, in girls 14 years old 
and under, and of precocious puberty, and hopes that his case will serve to 
call attention to the hormone effects of tumours and to the interesting 
information which a follow-up of cases may produce. 


Etiology of pre-eclamptic toxemia from a clinical standpoint. Cary has formed 
the following hypotheses on the vexed question of the etiology of pre- 
eclampiic toxcemia, and attempts to prove them from a clinical standpoint : 

(1) A toxic substance or substances are clabc rated which give rise to the 
syndrome known as eclampsia. 

(2) This toxic substance is probably an early split product of the protein 
inolecule. 

(3) The source of the toxin is not single. 

(4) There are three or more ports of entrance of poison into the maternal 
circulation, namely, from autolysis of degenerating placenta, from absorp- 
tion through the large intestine of split products of bacterial origin, and 
lastly from primary foci of infection. 

(5) The maternal circu‘ation is so overwhelmed by these byproducts that 
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its power to neutralize them is diminished and thus they produce injurious 
effects which result in the syndrome, eclampsia. 


Endoscopy of the abdomen; abdominoscopy; a preliminary study, including a 
summary of the literature and a description of the technique. The scope of this 
paper is indicated in the title and is summarized by the authors as follows : 

(1) Abdominoscopy represents the endoscopic method of examining the 
abdominal cavity, a method which is not utilized as much as it deserves. 

(2) Such endoscopy, if carefully executed, is a relatively simple and safe 
procedure. 

(3) Originally devised and applied by Kelling, some 25 years ago, the 
method in its technical details has been but slightly modified by subsequent 
work. At least 25 investigators or observers have published work concern- 
ing it. 

(4) The technique as described consists in producing a preliminary 
pncumo-peritoneum, passing a trocar through the locally anzesthetic 
abdominal wall, and on its withdrawal leaving in place a flexible and air- 
tight sheath. This cannula then permits the introduction of any type of 
cystoscope preferred by the observer—an instrument either straight or 
curved, and adapted for either direct or indirect vision. 

(5) With the cystoscope an excellent view may be obtained of the 
interior of the abdomen, particularly in the region of the stomach, liver and 
bile tracts, and in the pelvic region. 

(6) The kinds of operative or therapeut’'c measures performed with the 
guidance of the cystoscope in the urinary bladder may also be carried out 
in the abdomen. 

(7) In some cases peritoneal adhesions form the chief drawback to the 
employment of abdominoscopy. 

(8) The diagnostician using the method must be familiar with cystos- 
copy, and with the normal and pathological topography of the abdomen. 

(9) The writers, convinced of the great practical possibilities inherent in 
this method, recommend its wider use in clinical as well as in experimental 
work, 


Syphilis in relation to pregnancy. Nathanson gives the following summary 
and conclusions of his paper :— 

(1) Syphilis occurred in 2.90 per cent. in one series of 413 pregnant 
women, which percentage is in agreement with the incidence of 3 to 4 per 
cent. reported by other investigators. 

(2) The performance of the routine Wassermann test in pregnancy 
constitutes a most valuable diagnostic procedure. 

(3) Colles’ law has neither been conclusively proved nor disproved, and 
must therefore be regarded as still sub judice, although the maternal theory 
of infection is favoured by most investigators, and appears to be the more 
likely method by which the feetus is infected. 

(4) The occurrence of a positive Wassermann reaction in pregnancy 
constitutes very decisive evidence of the existence of syphilis in the mother. 

(5) The finding of a nositive Wassermann in the mother during preg- 
neney does not necessarily mean that the child will develop syphilis. 

(6) The results of a Wassermann reaction on the cord blood are not to 
be unreservedly relied upon when taken alone, and should not be made 
the sole basis for a diagnosis of syphilis in the new-born. 
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(7) Routine microscopic study of the placenta for evidence of Frankel’s 
disease affords more conclusive evidence as to the presence or absence of 
syphilis than does serological investigation. 

(8) Syph?lis may influence pregnancy, lactation and the puerperium in 
many ways with great discomfort to the mother and with deleterious effects 
upon the child. 

(9) Through some unexplained mechanism, pregnancy may cause 
definite alterations in the course of a syphilitic infection. 

(10) Syphilis is not an important factor in the production of abortions 
in the first trimester of pregnancy, and it has little influence on the inci- 
dence of miscarriages during the second trimester. 

(11) Syphilis is of predominating importance as the commonest single 
cause of premature births and stillbirths in the last trimester of pregnancy. 

(12) Syphilis cannot be regarded as a specific cause for congenital mal- 
formations or monstrosities. 

(13) As soon as a diagnosis of maternal syphilis is made, the patient 
should be intensively treated along appropriate lines irrespective of the 
duration of pregnancy. 

(14) Every new-born infant should receive a thorough physical examina- 
tion very shortly after birth, for the possible detection of any of the stigmata 
of congenital syphilis. 

(15) Every infant showing signs of congenital lues should receive anti- 
luetic treatment, and should be kept under surveillance for a long period 
of time. 

(16) Extreme caution should be exercised in choosing a wet-nurse for an 
apparently non-syphilitic infant, and similarly no syphilitic child should 
be nursed by a non-syphilitic woman on account of the very great possi- 
bility of infecting each other. 


(17) All departments of medicine should co-operate in an effort to combat 
the incidence of syphilis in pregnancy with its resulting economic burden 
upon the State, and its great waste of human life. 


Degeneration of fibromyomata of the utervs. Seed examined for degenera- 
tions the tumours removed from 404 patients who were operated on at the 
Mayo Clinic for uterine fibromyomats during the year 1923. He found that 
gross degeneration occurs in approximately 13 per cent. of fibromyomata. 
In two hundred specimens of grossly degenerated fibromyomata the degen- 
erations were classified as follows: hyaline 24 cases; cedematous, cystic, 
and myxomatous, 80; red degeneration with total necrosis, 33; calcification, 
39; infected, subserous and interstitial, 3, and submucous, 13; miscellaneous, 
thrombotic sinus, 5; tuberculous, 1; and fibromyomatous, 2. 

(Edematous, cystic and myxomatous degeneration are a part of the same 
pathological process, probably due to a gradual diminution in the blood 
supply. There are no clinical symptoms peculiar to it. 

Red degeneration is an aseptic necrobiosis characterized by fatty 
degeneration, thrombosis of the vessels, extravasation of red blood cells 
and blood pigment. Patholog’cally it is a “‘ red infarction,’? and can he 
explained by a sudden complete vascular obstruction affecting chiefly the 
venous system. The end result is a total fatty necrosis with transforma- 
tion of the hamosiderin into haematoidin ond subsequent calcification. 

The occurrence of symptoms depends on the size of the tumour and the 
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acutcness of the necrosis. There is local pain and tenderness, and a mild 

Infection following necrosis of a submucous fibromyoma is very distinc- 
tive and probably accounts in itself for all symptoms. Calcification, which 
vecrrs in two forms, the peripheral deposition in a totally necrotic fibro- 
myoma, and the bone-like formation scattered throughout the tumour, has 
little clinical significance. 

There is little evidence that the degeneration of fibromyomata produces 
a toxic effect on the organs. 


Teratomata ovarian and retroperitoneal. Reporting a case of cystic retro- 
peritoneal teratoma weighing ti kilograms (26 pounds), Gordon considers 
that the term dermoid as applied to ovarian neoplasms is inaccurate; so- 
called ovarian dermoids should be referred to as cystic ovarian teratomata. 
The histogenesis of ovarian teratomata is highly speculative. There are 
two seriously considered theories as to their origin, one the so-called blasto- 
mere theory of Marchand and Bonnet, and the other the germ-cell theory of 
Wilms. 

Cystic teratomata or dermoids are one of the commonest ovarian neo- 
plasms. In a series of 125 tumours at Bellvue Hospital, New York, they 
comprised & per cent. of the cases. Bilateral cystic teratomata are com- 
paratively common, occurring in from 2 to 14 per cent. of the cases. 
Mal ynant changes in cystic teratomata are rare, the most frequent type 
being squamous cell carcinoma. The ratio of development of carcinoma is 
usuclly given as from 3 to 5 per cent. Ovarian resection is justifiable in 
cases of bilateral cystic teratomata in young women in whom subsequent 
pregnancies are desired. 

Solid teratomata are omong the rarest of ovarian neoplasms. There is 
no case in the records of Bellevue Hospital in which the gynecological 
admissions average 1,800 cases a year So-called strum ovarii may be 
benien or malignant. 

Retroperitoneal teratomata are unusual tumours. There is no case of 
solid retroperitoneal teratoma on record, 


Radiation therapy in deep-seated malignant disease. According to Pfahler 
there are three great fields in which radiation therapy has been proved of 
definite value in the treatment of deep-seated malignant disease, namely : 
(1) carcinoma of the breast, (2) carcinoma of the uterus, and (3) in lymphatic 
tumours, and that most work has been done in malignant disease of the 
uterus. 

The results accomp!'shed by the radiologists in the treatment of inoper- 
able and hopeless cases of carcinoma of the uterus have gradually convinced 
the evmecologists of the value of radiation treatment, and gradually one 
clinic after another hos taken up radiation treatment and applied it in the 
borderline and inoperable eases, until now radiation is the method of choice 
in the treatment of all cases of carcinoma of the uterus, except possibly in 
carcinoma of the fundus. Raciation is the method of choice in operable 
cases only, however, if the proper facilities are at hand, and if sufficient 
skill and technical knowledge has been develoned to give the treatment 
properly. 
Many convineing tables of statistics have been prepared, but the ones 


covering the widest range and the longest period of time are those from 
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Déderlein’s Clinic in Munich, prepared by Seuffert, and these are set out in 
detail. 


Sarcoma of the uterus. Bunten reports a case of sarcoma of the uterus 
in a married woman aged 27 in which a pre-operative diagnosis of fibroid 
uterus was made. Hysterectomy was periormed in 1921 and the patient 
has remained well up to the present. The interior of the fundus contained 
a dark-coloured tumour, the size of a walnut, of sarcomatous nature though 
in an early stage of malignancy. 

He considers that in the last few years sarcoma of the uterus is being 
found with increasing frequency, but this increase is probably due almost 
entirely to the better diagnostic methods and the more universal patho- 
logical study, both gross and miscroscopic, of myomatous growths of the 
uterus after operation. The symptoms in general are those of carcinoma. 
The uterus is softer and less resistant than with myoma, and it increases in 
size more rapidly than with carcinoma. Pain is more prominent than in 
carcinoma. There is probably more profuse bleeding and less breaking 
down than in carcinoma. Metastases are less common, and occur later 
than with carcinoma. Sarcoma is more common after than during men- 
strual life. 

The only logical treatment is early and complete removal of the uterus. 
It is claimed that Roentgen therapy alone has given some good results, 
and there are cases which are not good surgical risks in which it would be 
the treatment of choice. In the large majority of cases, however, surgery 
is preferable, especially since the mortality in these operations is very low. 


Cesarean section after the test of labour. Armitage considers th t the low 
operation is indicated when the membranes are ruptured and examinations 
of the vagina or attempts at delivery have been made. “When the low 
Czesarean is decided upon the uterus should be eventrated, the abdominal 
wall closed, and precautions taken to prevent infection of the peritoneal 
cavity by “spill,” gloves or instruments. With the uterus eventrated the 
operation is performed with remarkable ease. Thus its applicability is 
extended to include the field of the general surgeon by whom most Ccesarean 
sections are performed. The slight increase in shock caused by lifting the 
uterus out of the abdominal cavity is more than compensated for by the 
effectual protection afforded to the peritoneum. 


A study of menstruation. Tudlum and McDonald conclude that menstrua- 
tion is a time of vagotonia or vague stimulation and that this can be shown 
in the smooth muscle reaction of the intestine as pictured by the X-ray. 
The wave of vagus preponderance begins from 8 to 12 days before menstrua- 
tion, reaches its height during menstruation, and returns to the inter- 
menstrual condition from three to six days after menstruation. There is 
some evidence that among other factors this vagus preponderance is, in 
part, at least due to the accumulation of calcium in the blood and tissues 
and that calcium is cast off at the time of menstruation. It is possible that 
some of the preliminary pains of menstrnation are due to intestinal cramps 
from vagus stimulation. Drugs and salts which reduce the vagus stimula- 
tion relieve the menstrual pain. 


Further observations of intracranial hemorrhage in the new-born. [np this fifth 
series of 100 consecutive new-born babies upon whom lumbar puncture 
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was performed within 24 to 48 hours after birth, bloody and blood-tinged 
cerebrospinal fluid was disclosed in six cases. 

The clinical signs have been most meagre, and if a routine lumbar 
puncture had not been performed, it is doubtful if the condition of intra- 
cranial haemorrhage could have been even suspected in many of the cases. 
Difficulty in nursing and prolonged drowsiness were the two most common 
signs. 

The coagulation time of the blood, measured by the Rodda method, was 
within normal limits in each of the six cases which had bloody cerebrospinal 
fluid, and this agrees with the findings in the previous series of 400 cases 
already examined. 

Although the bleeding time might be lengthened and yet the coagulation 
time apparently be within normal limits, it would appear that the great 
importance formerly ascribed to haemorrhagic disease of the new-born as 
the cetiological factor in intracranial haemorrhage of the new-born is unwar- 
ranted. 

The authors recommend a combined treatment in these cases—increasing 
blood coagulation and draining early whatever hemorrhage has already 
occurred in its fluid form, both removing the free blood from the cerebro- 
spinal system and at the same time diluting the blood consistency of the 
cerebrospinal fluid, so that its free blood clots less rapidly, thus facilitating 
its continued absorption by the natural means of excretion. 


Retroperitoneal cysts. Cave shows that retroperitoneal cysts are rare and 
considers that each case should be reported, special attention being paid to 
the origin, Detailed macro- and microscopic descriptions of the pedicles or 
of the tissue in close proximity to its origin should be noted, as well as 
chemical and microscopic study of the contents. 

The most interesting of these cysts originate in’ vestigial remains of the 
developing urogenital tract or in the lymphatic systems. Those lined with 
epithelium come from the former, and those without a lining membrane 
from the latter. The diagnosis is difficult and symptomatology is of but 
scant help. Treatment is simple : enucleation in one or two stages, accord- 
ing to the size of the tumour and the condition of the patient, or marsu- 
pialization. Prognosis is good, and there is seldom recurrence. 


Fatty tumours of the uterus. Case reports of uterine tumours characterized 
by varying amounts of fatty tissue are extremely rare. Starry records one 
from a woman aged 64 years, in whom a diagnosis of fibroma of the uterus 
was made and hysterectomy performed. The tumour was intramural and 
presented a very lobulated structure; the lobules varied in size from that 
of a cherry to the size of a hen’s egg, and were very irregular in shape. 
Some of the lobules were white and firm and had the appearance of an 
ordinary lobulated fibroma, while others were soft and cedematous. One 
lobule was dark and yellow, with protruding cut surface, like a lobule of 
fat. Microscopic examination showed closely packed polyhedral fat cells 
in the larger areas, while sections from the more fibrous areas showed many 
fat cells scattered throughout, either in small groups or singly. 


A study of the intramural portion of normal and diseased tubes, with svecial 
reference to sterility. The authors consider that variations in the course of 
the intramural portion of normal tubes may offer a bar to impregnation, and 
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that intramural lesions may make the passage of sperm or ova impossible. 
Intramural lesions may also be present with or without closure of the fim- 
briated extremity. One may get a positive or negative insufflation test in 
normal or diseased tubes. A positive insufflation test means that tubes are 
patent to gas under pressure, not necessarily to spermatozoa or ova, and it 
is essential to locate the occlusion in a case with a negative test if any 
reasonable hope of assistance from operative procedure is to be entertained. 


The value of the leucocyte count as an aid to diagnosis in ectopic gestation. 
Farrar gives the following summary of the leucocyte counts in 150 cases of 
ectopic gestation :— 

(1) In ectopic gestation the leucocyte count fluctuates according to the 
amount of fresh blood being thrown into the peritoneal cavity and the rate 
of absorption. 

(2) The leucocyte count tends to drop quickly to normal as the blood 

_ in the peritoneal cavity is absorbed or walled in; 48 per cent. of the 150 
cases of ectopic gestation had a normal leucocyte count before operation was 
performed. 

(3) The leucocyte count was normal in 29 cases of unruptured tubal 
pregnancy in which there was no free blood, and in 43 cases of ruptured 
pregnancy in which the blood was walled in. 

(4) The leucocyte count was an index in 150 cases to the amount of free 
blood in the peritoneal cavity, and the polymorphonuclear leucocyte count 
was increased markedly only in cases having fresh blood in the pelvis and 
increased in direct proportion to the amount of recent blood found at the 
time of operation. 

(5) The fluctuating leucocyte count together with the moderate elevation 
of temperature differentiates ectopic gestation from a purulent salpingitis 
with its more uniformly high leucocyte count and fluctuating temperature. 

(6) In cases of rupture of tubal pregnancy the steadily rising leucocyte 
count indicates active bleeding before the fall in the number of red cells 
or hemoglobin gives warning of the condition. 

(7) The leucocyte count to be of diagnostic value must be taken at least 
daily and in critical cases even hourly, and used in conjunction with the 

history and clinical findings in the case. Pe 3 


La Gvnécologie. 

August, 1925. 
*Utero-annexial tuberculosis. C. Daniel. 
*Intraperitoneal hvemorrhage from non-gravid tubes. H. Sofmaru. 
*A case of accouchement during sleep. F. Leynen. 


Utero-annexial tuberculosis. Daniel points out that tuberculosis affects both 
uterus and uterine appendages in about 74 per cent. of cases. In bilateral 
disease of the appendages this is an argument in favour of a radical opera- 
tion. The recognition of tuberculous lesions of the uterus accompanying 
unilateral tubal disease, and the observation of cases of recurrence of the 
disease in the organs left in place after a unilateral castration, authorises 
us to restrict the indications for conservative treatment, and to perform 
hysterectomy not only for bilateral disease but also for unilateral disease 
if there is any suspicion of tuberculosis. 
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Intraperitoneal hemorrhage from non-gravid tubes. The morbid states of the 
tube which cause these hemorrhages comprise injuries, malformations, new 
growths, inflammations (chronic or acute), and specific inflammations 
(syphilis and tuberculosis). The most frequent cause of tubal bleeding, 
which simulates ectopic pregnancy, is a simple chronic inflammation— 
pachysalpingitis hamorrhagica. Their rupture leads to an intraperitoneal 
heemorrhage, rarely diffuse but nearly always in the form of an hzmatocele. 
The differential diagnosis from ectopic pregnancy is clinically impossible ; 
it can only be made when no gestational elements have been detected after 
an exhaustive histological investigation of ovary, tube, clots and membranes. 


One personal case is described and sixteen others have been collected 
from the literature. 


A case of accouchement during sleep. The patient, a 26-year-old primipara, 
fell asleep in an early stage of labour, and awoke only after delivery of a 
child weighing 84 Ibs. A. GoucH. 


Gynécologie et Obstétrique 
Vol. xi, No. 2, 1925. 
Utero-placental apoplexy: total hysterectomy without opening uterus. 

Audebert and Fournier. 
“Pregnancy toxeemias. Selitzky. 
On a case of double uterus with partial double vagina. Wiart and Sureau. 
*Transfusion of blood in premature weaklings. Guéniot and Séguy. 
Blood-transfusion in the neo-nate—technique ; indications ; results. Barbaro. 
Transactions of the Belgian Society of Obstetrics and Gynzecology. 
Cresarean section for placenta praevia. Weymeersch. 
On a case of uterine fibroid treated unsuccessfully by X-ray therapy. 
Crousse, 
Rare case of osteomalacia. Dauwe. 


Vol. xi, No. 3, 1925. 
“Tuberculosis of the body of the uterus. Daniel. 
Cystoscopy in cancer of the cervix before and after radium treatment ° 
study of 200 cases. Gouverneur and Fabre. 
*Note on the Kjelland forceps. Brindeau and Lantuéjoul. 
Treatment of sterility by diathermy. Castano. 
Transactions of the Belgian Society of Gynecology and Obstetrics. 
Infection of ovarian cyst in the puerperium. Schockaert. 
A case of cancer followed during 23 years. Henrotay. 
Should pubiotomy be abandoned at the present time? Brindeau. 
Vol. xi, No. 4, 1925. 
*Tuberculosis in pregnancy. Momkeberg and J.-M. Vergarak. 
Experiments on the action of B-rays and y-rays on guinea-pigs. de Jong. 
*Studies on uterine histo-physiology. Keiffer. 
Sterility in women. Douay. 
Belgian Society of Obstetrics and Gynrecology. (Transactions.) 
Indications for operation in uterine fibroids. (Paper published in Gyn, et 
Obst., vol. x.) Rouffart. 
Some cases of fibroids complicating pregnancy. Browha, 
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Concerning the operative treatment and diagnosis of retroversion of the 
pregnant uterus. Brouha. 

Specimen—Uterine fibroids. Weymeersch. 

Extra-uterine pregnancy of more than two months. Weymeersch. 

Vol. xi, No. 5, 1925. 

*Personal experiences with the Kjelland forceps. Haugh. 

Contribution to the study of tuberculous heredity. Monckeberg and 
Vergarak. 

*Treatment of total procidentia in old women by the extended operation of 
le Fort. Brocq and Nora. 

Two congenital malformations: congenital curvature of the long bones 
and general cedema. F. Bang. 

Fibroid double uterus and dermoid cyst of the ovary. Odeodato. 

Serous cyst of the large omentum. Bernadet. 

Vol. xi, No. 6, 1925. 

New technique of subcutaneous symphysiotomy. E. Larate. 

Subcutaneous symphysiotomy in Cuba. J. Ortez-Perez. 

*Concerning eclampsism. Selitzky. 

*Cancer of the uterus and its treatment. Revel. 

A case of myelitis of pregnancy. Gueissaz. 

Total colpectomy in procidentia in old women. (Technique.) H. Hart- 

mann. 


Pregnancy toxemias. The author considers that the toxcemias are caused 
by unknown toxins, which may be formed by rupture of the synergy of the 
endocrine glands; such rupture may be caused itself by the internal secre- 
tion of the placenta, or before the formation of the placenta, by functional 
modifications of the ovarian secretion. 


Transfusion of blood in premature weaklings Conclusions :— 
(1) That transfusion of small quantities (10-20 cem.) of maternal blood 
is a valuable therapeutic measure. 

(2) The total mass of blood (foetal) is increased by about one-sixth and 
a relative increase of red blood cells occurs. 

(3) The endocrine secretions and hormones dissolved in the (maternal) 
serum are likely to be of value to the fetus by their effect on the function 
and the development of organs. 

(4) The technique is simple and the effect on the infant is well borne. 

(5) The results (in the cases under review) have been uniformly good, 
particularly in bringing about increase of weight and elevation of the 
subnormal temperature. 


Tuberculosis of the body of the uterus. Daniel contributes a lengthy 
article with extensive bibliography. The following conclusions are reached : 

(1) Tuberculosis of the uterine body, usually secondary to some other 
focus, may exist alone and primary. 

(2) Accompanied by the usual symptoms of chronic metritis and often 
masked by tubal or peritoneal complications, its diagnosis can only be 
established after microscopic examination of the uterine contents. 

(3) Anatomically it may exist alone or be accompanied by appendage or 
peritoneal tuberculosis. 

(4) After the menopause the majority of haemorrhages are due to cancer 
.... tuberculosis must be added to the other non-cancerous causes. 

(5) Surgical treatment is indicated. 


796 Journal of Obstetrics and Gynecology 


Note on the Kjelland forceps. A mechanical study of the instrument on 
the skull in the manikin and in the iiving patient leaves the authors with- 
out a good word for these forceps, which they consider much inferior to 
the Tarnier or Demelin patterns. 


Tuberculosis in pregnancy. The authors describe themselves as partisans 
of intervention but only in certain defined circumstances. They do not hold 
that abortion is a curative measure but merely the means of preventing the 
usual extension, They have intervened seven times in 40,000 pregnancies 
(an unbiassed observer might, in view of the frequency of tuberculosis, 
describe them as non-interventionists). 

They formulate the following indications for intervention :— 

(1) Pregnancy not over three months. 

(2) Tuberculosis definitely aggravated but not to the point of rendering 

intervention useless. 

(3) Besredka’s reaction and the intra-dermic reaction negative or only 

feebly positive. 

(4) Multiparity. 

(5) Each case to be judged on its own merits without generalizations. 
They only accept sterilization in multiparae who have become worse in 
previous pregnancies and, with regard to odphorectomy, believe that all 
the endocrine organs are required to maintain normal metabolism and 
defence mechanism. 


Studies in uterire histo-physiology. Histological investigation of portions 
of the round ligament removed at operations (Alexander, Doléris, Baldy- 
Dartigues, Caesarean hysterectomy, hysterectomy for fibroids and appendage, 
etc., infection). The physiological investigation will form the subject of 
a future paper. 


Personal experiences with the Kjelland forceps. The author has almost aban- 
doned the use of these forceps as there is little if any advantage for the 
infant and certainly increased risks for the mother. The observations date 
back to 1911, and in all cases the Kjelland forceps have been applied by 
himself or his chef de clinique. 


Treatment of procidentia in old women by the extended operation of Le Fort 
Brocq and Nova describe 38 cases treated with practically uniformly good 
results by denuding large areas of the anterior and posterior vaginal walls 
and suturing these together to form a broad central column with a narrow 
passage at either side. It is noteworthy that in many cases a posterior 
perineorrhaphy was added. 


Concerning eclampsism. Selitzky considers that eclampsism is a useful 
term which comprises a series of well-marked pathological symptoms ; from 
its pathogenesis and therapeusis eclampsism forms part of the group which 
includes eclampsia with or without convulsions ; eclampsism may be but is 
not necessarily the first stage of eclampsia; it can be prevented by ante- 
natal care. Its treatment gives the greatest prophylaxis against eclampsia. 
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This treatment is primarily medical, but in the worst cases, particularly in 
primigravide, interruption of the pregnancy is justified. The use of 
sedatives (morphia) should be very limited. 


Cancer of the uterus and its treatment. The usual conclusions are reached 
that if the cancer is diagnosed early it is curable by extensive operation 
(i.e., Wertheim). An appeal to the press to realize that pain is a late and 
not an early symptom of cancer is included. R. A. HENDRY. 


Bulletin de la Société d’Obstétrique et de Gynécologie de 
Paris, etc. 
1925, No. 2. 

A case of renal diabetes with bulimia during pregnancy. Levy Solal, A. 
Weill, and Laudat. 

*Treatment of procidentia in old women by Le Fort’s operation. P. Brocq 
and G. Nora. 

The communication is to be published in Gynécologie et Obstétrique. 
The discussion by Messrs. M. E. Douay, J-L. Faure, Séjournet and Siredey 
is here reported. 

“Severe metrorrhagia in a young woman, persistence in spite of several 
radium treatments, infective uterine endarteritis and endophlebitis. 
Michon, Moulonguet and Blamoutier. 

A complicated case: a normal labour; an abortion; curetting for un- 
known reasons after three weeks; excessive periods 3 and 10—14 months 
later, during which spell radium was used thrice. A year later broncho- 
pneumonia and pelvic infection, no hemorrhages. Streptococci isolated 
from the uterus. After three months, during which time considerable 
improvement was made, a further uterine haemorrhage occurred, and was 
followed by three months’ amenorrhcea, and then eleven months’ regularity. 
Six months later, after several excessive haemorrhages, the uterus was 
removed. The authors describe an extensive ‘‘ endovascularitis.’”” The 
photomicrographs do not reproduce well. Discussion by Siredey, Séjournet 
and Cotvelaire. 

Suppurating fibroma of the fundus uteri treated by enucleation with pre- 
servation of the uterus. Auvray. 

Obstetrical shock followed by death in a woman with malaria. Mmlle. 
Deromps. 

Concerning Czesarean section with temporary eventration of the uterus 
(Portes’ operation). Adjourned discussion by Brindeau, Levant, Couve- 
latre and J-L. Faure. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE BORDEAUX. 

A case of labour after cervical incisions in a previous confinement. Gautret 
and Lapervenche. 

Labour after cervical incisions in preceding confinement. J. Andérodias. 

Fibroid and cancer of uterine body. Begouin and Clarac. 

Twin pregnancies terminated by expulsion of the ova at different times 
with considerable interval (six weeks). Favreau. 

Two cases of incision of the vaginal cervix during labour. Favreau. 
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REUNION OBSTETRICALE DE LILLE. 
*On a case of acute puerperal inversion of the uterus. L. Courty. 

In spite of the presence of shock, immediate attempts at replacement 
manually were made; on their failure a Kustner-Doret operation was carried 
out. The patient died shortly after. Patience and Aveling’s repositor seem 
unknown in France. 


Symptomless (silent) rupture of uterus; Porro’s operation. Cure. Voitu- 
riez. 


Aseptic neurosis of uterine fibroid secondary to pregnancy. J. Vanverts. 

Pessary embedded in vaginal wall. J. Vanverts. 

Conservative operation in two cases of tuberculous appendages. Subse- 
quent pregnancy in one. J. Vanverts. 


REUNION OBSTETRICALE DE LYON. 
Cervical diaphragm noticed during labour. Renther. 
Rupture of lower uterine segment at the level of the promontory treated 

by packing; cure. Voron, Eparvier and Banssillon. 

“Hydramnios, anencephalus, puerperal pyrexia of apparently syphilitic 

origin. Voron, Charleux and Banssillon. 

The authors diagnose syphilis on the hydramnios and anencephalus and 
in the absence of any syphilitic manifestations in either husband or wife 
and with negative Wassermann. Temperature began to subside six weeks 
after the labour on the administration of neosalvarsan. Although the 
authors deny it, on the test it is not easy to exclude a mild phlegmasia. 

Multiple fibroids, one filling the pelvis; conservative Caesarean sections. 

Planchu. 

Bartholinitis and pregnancy. Commandeur and Gaucherand. 

Large fibroid in the right broad ligament, full-term pregnancy. Czesarean 

hysterectomy. G,. Cotte and C. Gonnet. 

A case of anzemia of pregnancy; cure. Eparvier and Pigeaud. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE NANCY. 
Heematccolpos, heematometra and tubal torsion. Ch. Mathieu, 
Repeated premature labour. H. Vermelin. 

Prolonged aseptic retention of placenta (18 months). A. Guillemin. 

“Rupture during labour of previous Cesarean scar. Job and Hamant. 

Details of previous section, which was performed in Italy, were not 
available except that it was done at term in the second pregnancy (the first 
was an abortion) in preference to forceps operation. Moderately contracted 
rachitic pelvis. Test of labour allowed in present confinement; after 
approximately 24 hours no advance was noted, foetal and maternal stress 
were appearing. At the section the breech was extruded through the 


ruptured scar in the uterus. Living child extracted and hysterectomy 
carried out. 


SOCIETE D’OBSTETRIQUE ET DE GYNECOLOGIE DE 
STRASBOURG. 
Partial embolism of central artery of retina coincident with sudden cessa- 
tion of periods. G. Weill. 
Indication and importance of premature, early, ‘rtificial rupture of the 


membranes without regard for the degree of dilatation when the head is 
freely movable. J. Kreis. 
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Mixed epithelioma and sarcoma of labium majus. E. Weber. 
Data given are very scanty. 
Melanotic sarcoma of the vulva. Huter. 


1925, No. 3. 

Complete absence of the uterus and cancer of the ovary. R. Dupont. 

*A case of intra-pelvic deformation (moulding) of head. Lantuéjoul. 

Infant extracted by Czesarean section before onset of labour; the head 

bore depressions which corresponded to pubes and to promontory, were of 

old standing, and had not altered when the infant was discharged. 

“Some further observations on blood transfusion in premature weaklings. 
P. Guéniot and Séguy. 

Successful transfusion was performed in several cases by the posterior 
fontanelle after failure by the anterior. They conclude that to be of value 
the transfusion should be done early ; that it has no curative effect on inter- 
current diseases, ¢.g., bronchopneumonia, and that it bears a certain risk. 
In four cases the blood-grouping differed in the mother and the infant. 

Pregnancy at seventh month and unsuspected salpingitis. Premature 
delivery, operation on fourth day; death on eighth day post-partum. 
L. Capette and Ch. Dévé. 

Six and a half months’ pregnancy and unsuspected salpingitis causing 
premature labour. General peritonitis 160 days later; operation; cure. 
Capette and Sureau. 

Death from spinal anesthesia in a pregnant woman. Brindeau. 


SOC. D’OBST. ET DE GYN. D’ALGER. 

Two hydrocephalic foetuses (specimens). Rouvier, Houél and Jahier. 

Prophylactic fixation (for subsequent traction) of the anterior arm in 
version for head presentations. Houél and Jahier. 

Concerning three cases of eclampsia treated by morphia. Houél and Jahier. 

Recto-uterine fistula. E. Cabanes and Pidoux. 

Cicatricial rigidity of cervix. Amniotic infection; vaginal Czesarean 
section. Cabanes and Pouget. 

Recurrent ectopic gestation. Some remarks on pain in ampullary preg- 
nancies and on the treatment of bilateral or recurrent cases. H. 
Duboucher. 

Peritoneal flooding from ovarian hemorrhage. Sarrony and Duboucher. 

Concerning different extracts of the hypophyseal gland. Laffont. 

Vaginal hysterectomy after radium. Laffont. 


REUNION OBST. ET GYN. DE MONTPELLIER. 


Pyelonephritis due to para-typhoid B. during pregnancy. Guerin-Valmale 
and J. Rathelot. 


Appendicitis in pregnancy. Tédenat. 
Protracted puerperal infection with many complications. L. Deéze. 


Three cases of intractable vomiting of pregnancy. I,. Vallois and Coll de 
Carréra. 


Large necrotic fibroid in the puerperium. Gaujaux and Delord. 


Free (uterine) hemorrhage, hysterectomy. Early chorionepithelioma. 
de Rouville and Madon. 


A case of heemo-peritoneum in a neo-nate. P. Delmas and Roume. 
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Adherent fibroid polyp: vaginal hysterectomy, with preservation of the 
cervix, performed accidentally during attempted enucleation. de Rou- 
ville and Madon. 

Repeated tubal pregnancy. P. Delmas and Roume. 


REUNION OBST. ET GYN. DE NANCY. 
A case of uterine inversion. A. Fruhinsholz. 
Feetal hernia (umbilical). A. Hamant. 
Adherent intestine with kinking and strangulation cured by operation 
in infant eight hours old. 
A case of chorionepithelioma. Vautrin, Guillemin and Bohéme. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
Concerning the association of appendicitis and appendage infection. A. 
Riotte. 
Multilobed placenta. Jacques. 
Some observations on extensive genital tuberculosis. M. Reeb. 
*Fibro-adenoma developing in the scar of a laparotomy. R. Keller. 
Laparotomy 18 years before for an ovarian tumour whose nature was 
unknown; seven to eight years’ history of gradual growth of tumour to 
size of tangerine orange in the scar, enlargement and pain at menstrual 
periods ; structure of tumour adenofibroma (endometrioma). Keller thinks 
that tumours of this type in the abdominal scar are probably metaplastic in 
origin from congenital displacements of peritoneum and the subsequent 
trauma initiates the growth. 


1925, No. 4. 
Absence of uterus and cancer of ovary. R. Dupont. 

Specimen shown previous meeting (see Bulletin, No. 3, 1925). Histo- 
logical report now shows ovarian tumour to be a ‘‘ seminoma.”’ 

Congenital elongations of the cervix uteri. T. Séjournet. 
*Neglected shoulder presentation. Attempted version. Rupture of vagina. 
Total hysterectomy. M. Leroux. 

The foetus and placenta were easily extracted, the rupture was then 
recognized in the vaginal vault. Patient moved 15 miles to hospital and 
the total hysterectomy carried out ; the tear was situated in the left vaginal 
vault and did not extend to the uterus. 

General cedema of feetus. F. Bang. 

Incarceration of the retroflexed gravid uterus at the fourth month. J. 
Fotitch. 

Spontaneous rupture of the uterus during labour. Abdominal hysterec- 
tomy. Mikulicz drainage. Ducaros. 

Concerning hysterectomy with drainage in puerperal infection. Ducaros. 

Post-partum uterine heemorrhage and malaria. Ducaros. 


SOC. D’OBST. ET DE GYN. DE BORDEAUX. 
“Abdominal pregnancy, intervention, living infant. Laconture and IL. 
Massé. 
Straightforward operation ; little bleeding accompanied the easy sepata- 
tion of the placenta, and was controlled by Mikulicz tampon. The infant 
had several minor malformations. 
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*Probable ectopic gestation, developed in a stump of tube after salpingo- 
odphorectomy. Loubat and Ichon. 

Histological examination of some of the clots in the abdomen and of the 
portion of tube removed failed to confirm the pregnancy which was indicated 
clinically and supported by the passage of a decidua 12 days after operation. 

On a case of cancer of the cervix arising after sub-total hysterectomy. 
Guyot, Princeteau and Villar. 

Repeated Czesarean section in an oblique Naegele pelvis. Maurice Riviére 
and Marc Riviére. 

Pure ovarian fibroma simulating malignant tumour. F. Papin. 


REUNION OBST. DE LYON. 
Retention of dead ovum and polypoid tumours of the placenta. Com- 
mandeur and Daujat. 
Large meningocele, twin pregnancy with hydramnios. Rhenter and Puig. 

*Frontal depression, reduction by Vicarelli’s method. Planchu and 
Sautereaux. 

By use of a small corkscrew such as is supplied with scent, etc., bottles. 

Late and early manifestations of pyelonephritis during the puerperium. 
Rhenter. 

*Large preevial fibroid. Membranes ruptured 36 hours. Hysterectomy 
en bloc followed by Ceesarean section. Living infant. Maternal death 
from tetanus on 22nd day. P. Sappey. 

No mention is made of the suture material used. The tetanus seems to 
have been viewed as an unfortunate accident. 

Intractable vomiting and ovarian cyst. Voron and Pigeaud. 

Multiple fibroids; ovarian dermoid; five months’ pregnancy; total hys- 
terectomy. Commandeur and Patel. 

Clinical signs of pathological rupture of ovarian cysts. Patel. 

*Hydrocephalus with dorso-lumber spina bifida and supernumerary organs. 
Gonnet, Morel and Berard. 

Very brief enumeration of supernumerary spleens (2), ‘‘ two super- 
numeraty ovaries with ova at various stages of development in the broad 
ligament and an endocrine gland of structure resembling suprarenal at the 
root of the mesentery.” 

Staphylococcal septico-pyeemia with numerous foci following abortion 
(fatal). Gonnet and Morel. 

*Uterine rupture at the eighth month in a woman who had had two 
Ceesarean sections. Dujol. 

Dead infant, maternal survival after Porro’s operation approximately an 
hour after the spontaneous rupture. Nothing abnormal noticed about the 
scar during second section, and the suturing is stated in the discussion to 
be catgut in two layers. 

Recurrence of premature separation of placenta. Eparvier. 


REUNION OBST. ET GYN. DE NANCY. 
Uterine malformation, chorion-epithelioma. Michel and Lucien. 
Abdominal myomectomy. Delfourd. 
After-history of a myomectomy. Delfourd. 
Solitary fibroids in the broad ligament. A. Guillemin. 
Degenerate fibroid in the vesico-vaginal septum. Vautrin and Guillemin. 
Late sequel of heematocele. A. Hamant. 
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SOC. D’OBST. ET DE GYN. DE STRASBOURG. 


Secret confinement. Spontaneous rupture of umbilical cord. Recovery of 
mother and infant. Ginglinger. 
General foetal cedema; maternal cedema and albuminuria. Ginglinger. 
A case of tubal abortion with formation of hamatocele in front of the 
uterus and concomitant failure of compensation of a mitral stenosis. 
P. Riehl. 
Torsion of a fibroid pregnant uterus. P. Riehl. 
*Placental tumour. M. Thomas. 
Histologically an angiofibroma. 
Incarceration of the retroflexed gravid uterus. Thomas. 
Puerperal septicaemia and gangrene of the lung. A. Riotte. 
Pregnancy and labour four years after abdominal triple myomectomy. 
Reeb. 
1925, No. 5. 
Congenital torticollis co-existing with other malformations. Desnoyers 
and Risacher. 
*Early hysterectomy after the expulsion of a hydatid mole thought to be 
malignant. Lévy-Solal, R. Dupont and Merat. 
Primigravida, aged 18, two months’ gestation ; excessive vomiting ; uterine 
oversize; abdominal section and removal of lutein cyst of right ovary; 
persistence of vomiting, expulsion of hydatid mole 24 hours after operation, 
digital exploration of uterus and removal of further fragments of mole. 
Persistence of vomiting, general condition deteriorating ; histological suspi- 
cions of malignancy. Extensive pan-hysterectomy (Wertheim) 14 days 
after first operation. Some suspicious masses of cells in uterine wall. 
*Benign chorion-epithelioma. Couvelaire and Levant. 
To be published in full in Gynécologie et Obstétrique. 
Temporary hypertension: utero-placental apoplexy. Conservative Czesa- 
rean section. Le Lorier. 


SOC. D’OBST. ET DE GYN. DE BORDEAUX. 


*Two cases of cancer developing in the cervix after subtotal hysterectomy. 
J-R. Roche. 
(1) Aged 38, parous, operated 1914 for appendage infection; cancer of 
cervix in 1917; the patient committed suicide soon after. 
(2) Aged 34, parity not stated; operation in 1920 for appendage infec- 
tion ; cancer developed in 1923; operation and radium. Cure up to date. 
Hydramniotic pregnanccy in a fibroid uterus. Andérodias and Roche. 
*Two ‘ Portes ” operations. Maurice and Marc Riviére. 
Czesarean section with eventration of uterus for some days or weeks. 
A case of pathological dislocation of the hip during puerperal septicaemia. 
Guyot and Ichon. 
Epithelioma of the cervix beginning as a polyp and developing rapidly. 
Guyot and Princeteau. 
A case of extra-uterine pregnancy. Begouin, Daraignez and L. Massé. 
Large bilateral ovarian dermoid cysts, one abdominal, the other pelvic, 
with four months’ pregnancy and uterine fibroids. Charbonnel and 
Costedoat. 
Two cases of necrobiosis of fibroids during pregnancy. Myomectomy. 
Pregnancy not interrupted. Loubat. 
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Chorionepithelioma of uterus of rapid growth, secondary to hydatid mole. 
Bardon, Boursier and de Groc. 

Investigation of adrenalin in urine during pregnancy. Favreau. 

A case of uterine sarcoma. Guyot, J. Villar and Dubreuilh. 

A foetus with multiple malformations. Péry. 

*Some remarks on monsters. Favreau. 
A protest against the current (French) opinion of the frequency of 

syphilis as a cause of monster formation. 


REUNION OBSTETRICALE DE LYON. 

Fibroid and three months’ pregnancy; attempt at enucleation; hysterec- 
tomy. L. Michon. 

Epithelioma of the cervix in total prolapsus. Radium-therapy. E. Villard 
and Michon. 

Crossed facial paralysis following an application of forceps. Eparvier. 

Sudden death during albuminuria of pregnancy. Voron and Banssillon. 

Depression of frontal bone during spontaneous labour treated by Vicarelli’s 
method. Voron and Banssillon. 

Two observations of encephalitis during pregnancy with intra-uterine 
death of the foetus. Voron and Pigeaud. 


On a case of reduction of frontal depression by Vicarelli’s method. Com- 
mandeur and Puig. 


REUNION OBSTETRICALE ET GYNECOLOGIQUE DE MONT- 

PELLIER. 

“Does the uterus ‘‘drop”’ towards the end of pregnancy? Guerin-Valmale 
and Loriot. 

Based on measurements in 420 cases, both by tape measure and callipers, 
the writers find that the fundus rises steadily till the end of pregnancy. 

Severe anzemia due to uterine haemorrhages ; ovarian cyst, and submucous 

pedunculated fibroid. de Rouville and Madon. - 

Marsupialized ovarian cyst; secondary proliferation ; complete extirpation. 
E. Godlewski. 

Coccygodynia. Tédenat and A. Simesaél. 

*Concerning painless labour (‘‘ twilight sleep ”’) induced by the urea deri- 
vatives. P. Delmas and Roume. 

A formal resolution that the barbituric hypnotics should be scheduled 
as dangerous drugs and only issued against medical prescription. 
*Concerning the treatment of abortion. de Rouville and Modon. 

A plea for intra-uterine exploration and the use of blunt curette ‘ in 
skilled hands ” in all cases as being a more certain means of removing 
remaining fragments. The discussion was divided. 

Normal pregnancy in a woman who had had pernicious anzemia after a 
previous pregnancy. Vallois and Coll de Carréra. 

Angioma of left labium majus. de Rouville. 

Vaginal cyst and pregnancy. P. Delanas and Roume. 


REUNION OBST. ET GYN. DE NANCY. 
Pregnancy and myxcedema. Fruhinsholz. 


Familial myxcedema and syphilitic heredity. H. Vermelin and A. 
Delfourd, 


: 


804 Journal of Obstetrics and Gynecology 


“Ovarian tumour of suprarenal cortical type in a girl with precocious 
puberty. Delfourd and Lucien. 

Tumour, 15X9X7cms., attached to the posterior surface of the broad 
ligament in the position of the ovary (no other mention is made of the 
ovary). No illustrations accompany the description, which is not clear 
enough to exclude definitely a tumour arising in the corpus luteum. 
Metrorrhagia of endocrine origin. Barthélemy. 

Heemorrhagic cyst of corpus luteum. Barthélemy. 
Malignant endocarditis in the puerperium. Fruhinsholz, Michon and 

Levy. 


SOC. D’OBST. ET DE GYN. DE STRASBOURG. 
Concerning uterine fibroids originally treated by X-rays. Reeb. 
Specimen: congenital left diaphragmatic hernia. Girardin. 


1925, No. 6. 
*Complete cicatricial obliteration of the vagina during pregnancy. A. 
Couput. 

The title is misleading: the obliteration was caused by a diaphragm 
resembling a hymen but formed of young scar tissue; that it was not hymen 
is shown by the fact that the woman had had a child previously, and that 
coitus had become no longer possible. The gonococcus was present in the 
vagina. 

Certain precautions to be taken in the cytological examination of urine, 
particularly in cases of pyelonephritis of pregnancy. Le Lorier and 
Fisch. 

Three cases of pyelonephritis with cystitis treated by combined buccal and 
intra-vesical vaccines. Te Lorier and Fisch. 

Contribution to the treatment of pyelonephritis of pregnancy by an auto- 
vaccine, administered by mouth. Schwab and Jardin. 

Diagnosis of super-feetation based on radiography. Jardin. 


SOC. D’OBST. ET DE GYN. D’ALGER. 

Pregnancy before the onset of menstruation. Rouvier. 

Death of the foetus during pregnancy by a knot in an abnormally long 
cord. Rouvier. 

Prolonged aseptic placental retention. Taquiére. 

Hysterectomy for uterine rupture due to neglected shoulder presentation 
in a subseptate uterus. Death from embolism on ninth day. Cabanes, 
Houél and Jahier. 

Hysterectomy for rupture of uterus during an induced premature labour : 
Cesarean section in previous labour. Cure. Cabanes, Houél, and 
Jahier. 

Concerning three cases of placenta przevia treated by Simpson’s method. 
Houél and Jahier. 

A case of severe vomiting treated by isolation and Einhorn’s (duodenal) 
tube. Chomé and Laffont. 


SOC. D’OBST. ET DE GYN. DE BORDEAUX. 
A case of genital prolapse with rectocele. Lefévre and Mangé. 
Painful varicose tumour of the broad ligament during pregnancy and 
uterine fibroids. Andérodias and Loubat. 
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REUNION OBST. DE LILLE. 


Mikulicz tampon in gynecology. Delannoy. 

Twin pregnancy—malformation of both foetuses. Vanverts. 

Should the appendix be removed as a routine during laparotomy. 
verts. 

Acute cedema of the lung at the beginning of labour. Béghin. 

Salpingostomy : subsequent pregnancy. Paucot. 

Fibroma of the broad ligament with uterine pedicle. Paucot. 

A case of true vaginal prolapse of the rectum. (Vaginal hernia of the 
rectum.) Vanverts. 


SOC. D’OBST. ET DE GYN. DE TOULOUSE. 


Intra-peritoneal rupture of ovarian cysts. Dambrin and Bernardbeig. 

Treatment of cancer of the cervix and of the vagina during pregnancy. 
Audebert and Garipuy. 

Heematocolpos, haematometra, hzemalosalpinx and hzematocele in a young 
girl at puberty. Mériel. 

Radiography of the foetus during pregnancy. Favreau. 

Concerning an item of pathological anatomy. Ferré. 

Delayed Czesarean section. Porro operation. Pulmonary embolus. Re- 

‘covery. Fournier. 

Some observations of the treatment of appendage infections by vaccine 
therapy. Daléas. 

Intraligamentary ovarian cyst developing subperitoneally. Mériel. 

Portes’ operation. Audebert. 

Cancer of the body of the uterus: vaginal hysterectomy. Fournier. 

Uterine fibroid and X-ray therapy. Tourneux and Cabanié. 

Repeated Cesarean section. Fournier and Rascol. 

Extra-uterine pregnancy developing after permeability test of the tuhe. 
Laurentie and Moussali. 

Almost complete absence of liquor amnii. Hemorrhagic foci in placenta. 
Rapid death of the foetus during labour. Laurentie. 

Salpingitis and pregnancy. Laurentie. 

“Ectopic gestation in tubal diverticulum, Early rupture, peritoneal flood- 
ing. Laparotomy. Cure. Fournier. 

A fuller description of the specimen is to be published later; the diver- 
ticulum arose from the isthmial part of the tube. Clinically the case 
resembled the usual fulminating isthmial type. 

Accidents due to necrosis of fibroid of the cervix in the puerperium. Bawx. 

Retro-placental haemorrhage: death from toxsemia resembling obstetric 
shock. Baux. 

Tubo-abdominal pregnancy. T.aparotomy. Cure. Fournier. 

Incarcerated fibroid. Laparotomy. Unrecognized heematosalpinx and 
heematocele. Cure. Fournier. 

A case of fatal streptococcal septicaemia arising 13 days after labour in a 
patient with malaria. Difficulties of diagnosis. Audebert and Rascol. 

Pericarditis in a neonate. Rascol and Thomas. 

R. A, HENDRY. 


Journal of Obstetrics and Gynecology 


Bruxelles Médical. 
January 17, 1924. 
*The utero-sacral ligaments in uterine statics. R. Pollart. 
February 7, 1924. 
*Cancer and heredity. A. Dustin. 


February 10, 1924. 
*Preventive and curative techniques of Curietherapy for secondary infec- 
tions in uterine cancer. J. Merlin. 
February 17 and February 21, 1924. 
*The treatment of the tuberculous woman during pregnancy. A. Wey- 
meersch and E. Olbrechts. 
March to, 1924. 
*Study of a thoracopagous monster. P. W. Kuhn. 
March 30, 1924. 
*A case of dermatosis of genital origin. R. Pollart. 
April 3, 1924. 
"Diagnosis and frequency of latent otitis in the nursling and infant. Le Mee. 
April 27, 1924. 
*Anatomical considerations on the causes of frigidity in women. A. E. 
Narjani. 
May 18, 1924. 
*The infants of syphilitics in a clientéle in easy circumstances. A. Blind. 
May 22, 1924. 
*“Supra-symphyseal Czesarean section. I. E. Phaneuf. 
June 5, 1924. 
*Some remarks on the treatment of eclampsia. E. Essen-Moeller. 
August 10, 1924. 
Delivery of twins with forty hours’ interval. 
September 28, 1924. 
*On adenoma of the uterus. de Harven and Fagnast. 
October 5, 1924. 
*Association of radium and surgery in the treatment of uterine cancer. 
Rouffart. 
Syphilis and marriage. M. Pinard- 
October 12, 1924. 
“The recent progress of Curietherapy. A. Bayet. 


The utero-sacral ligaments in uterine statics. Pollart shows that the utero- 
sacral ligaments play an important réle in uterine statics, and that in the 


treatment for retroversion it is necessary to keep this in mind and to shorten 
them. 


Cancer and heredity. Dustin considers that the experiments of Miss Maud 
Slye establish in an indisputable way the importance of the hereditary 
factor in the occurrence of cancer. It is not the disease itself which is 
inherited but the susceptibility to contract it. Recent research shows what 
can be some of the organic elements which constitute this susceptibility. 


reventive and curative technique of curietherapy for secondary infections ir 
uterine cancer. Merlin points out that secondary infection in cases of cancer 
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of the cervix before or after the application of a course of Curietherapy is 
a dangerous complication. He maintains that it can be prevented by a 
strictly aseptic technique or by combatting it by a preliminary serotherapy. 


The treatment of the tuberculous woman during pregnarcy. Pregnancy in cases 
of tuberculosis of the lungs is very often a grave complication. Abortion, 
practiced before the fourth month, resulted in notable improvement, and, 


in some cases, even in cure. Intervention of pregnancy is therefore 
indicated under suitable conditions. 


Study of a thoracopagous monster. This is a study of a thoracopagous 
monster (united at the thorax) with a single diaphragm, the livers being 
united and the small intestines partially united. The heart was single, 


with two ventricles overhanging a single auricle, a peculiarity which Kuhn 
claims has not hitherto been recorded. 


A case of dermatitis of genital origin. Pollart reports a clinical case of 
herpetic dermatitis dating back to the commencement of the menstrual 
period and cured by hysterectomy, and shows the therapeutic value of intra- 
venous glucosed serum and of fixation abscesses in serious infection. 


Diagnosis and frequency of latent otitis in the nursling and infant. Le Mee states 
that in many cases of pyrexia of ill-determined cause there exists an abscess 
of the middle ear, which can only be discovered by examination of the 


drum. He considers it necessary that the practitioner should keep this in 
mind. 


Anatomical considerations on the causes of frigidity in women Marjani finds that 
the anatomy of the vulva permits the division of womankind into three 
groups, according to the distance which separates the clitoris from the 
urethral meatus : para-, meso-, and tele-clitoridian, these last, whose distance 
exceeds 2} centimeters are anatomically incapable of normal voluptuous 
reaction. The theory of viscous habits and variable innervation is erro- 


neous. The anatomic pathogeny permits the imagining of an operative 
cure for frigidity. 


The infants of syphilitics in a clientele in easy circumstances. Blind finds that in 
a syphilitic clientéle of easy circumstances, the number of births is under 
the average, but miscarriages are less numerous. So-called classical heredi- 
tary signs are exceptional, and the mortality is not very high. On the 
other hand, a most varied non-specific morbidity was encountered. 


Supra-symphyseal Cesarean section. Phaneuf considers that the supra- 
symphyseal, or low transperitoneal Cresarean section, offers distinct advan- 
tages over the classic operation : protection against septic peritonitis, less 
shock, minimum af bleeding, normal puerperium, better healing of the 
incision, less danger of rupture in subsequent pregnancies and labour. 
The author considers the different operative technique, preferring the Hirst 


operation in doubtful cases, and the Kroenig or Beck operations in clean 
cases. 


Some remarks on the treatment of eclampsia. According to Essen-Moeller the 
Strongonoff and Zweifel methods of active treatment give about equal results 
as regards the mother. The results depend rather upon the gravity of a 
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special case than upon the treatment itself, and the prognostication cannot 
be posed with certainty. In order to obtain the best results it seems neces- 
sary to replace the treatment of eclampsia by that of eclampsism, before the 
eclamptic excess appears. This active prophylaxis consists in the inter- 
ruption of pregnancy in the graver cases. In 73 cases treated by puncture 
of the membranes all the mothers recovered, and the mortality for the 
children before the intervention was 14.4 per cent. 


On adenoma of the uterus. de Harven and Fragnast show that there exists 
a diffuse adenoma of the uterus which is quite distinct from hyperplastic 
metritis. The tumour symptom exists without there being necessarily 
malignant degeneration. The disease is of rare occurrence, but of grave 
import. The diagnosis is difficult. 


Association of radium and surgery in the treatment of uterine cancer. In treating 
operable cancer of the uterine cervix Faure and his pupils resort to surgery, 
whilst in the same circumstances Recasens, Gagez and Siredy irradiate their 
patients. Between these two methods the association of radium with 
surgery has its defenders, among whom is the author, who describes the 
technique followed by him in his latest operations. 


The recent progress of Curietherapy. Bayet draws the following conclusions : 

(1) Radium surgery, or surgery of access, for radium considerably 
enlarges curietherapeutic indications. In a great number of cases it is the 
only method permitting correct application of apparatus. 

(2) The tendency of Curietherapy is manifested by an increase of time 
in application with augmentation of the thickness of the filtrage. 

(3) Profound Beta-therapy is a new method based upon the adaptation 
of ondes of the Coolidge ampoule to the nature of the metals introduced 
into the tissues, in order to provoke the maximum emission of free electrons 
(beta particles). 

(4) Cancer is not a univocal malady. There is not A cancer but THE 
cancers. In a certain number of cases the appearance of the malignant 
tumour is conditioned by previous alteration of the metabolism of the 
tissues. In these cases cancer is a general disease. 

(5) Tentatives of treatment of cancer by modification of the general 
state is very interesting, but does not cause the disappearance of the malig- 
nant, tumour. It realizes temporarily a means of defence of the organism, 
but it has not as yet cured cancer. F. E. T 


Annali di Ostetricia e Ginecologia. 
August, 1925. 
*Duration of menstruation and foetal development. TL. Schiaffino. 
*On the incompatibility of materno-fcetal blood in relation to gravidity 
toxemia. G. Dossena. 
*On the therapeutic value of protein-therapy, of injections of turpentine, 
and of diathermy in inflammations of the uterine adnexa. C, Tenconi. 
On my priority of having introduced into gynzecological practice the use 
of the suture with Michel’s clips and on their preference to the sutures 
of v. Herff. F. Caruso, 
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Duration of menstruation and fetal development. The proofs of the relation 
existing between menstruation and ovulation are many. Menstruation is 
physiologically regular, and is followed by ovulation. Revelli concluded 
that a longer duration of menstruation corresponds with a greater foetal 
development, holding that an abundant menstruation may be an exponent 
of a better conformation and of a greater activity of the female genital 
apparatus. 

Alfred Szenes and O. Mondré from 700 cases arrived at the same conclu- 
sion. This relation is still more evident if we consider only primiparee, and 
especially the male foetuses of primiparse. The longer menstruation indicates 
not only the retention of greater quantities of nutritive substances important 
for the foetus, but, also, a hyperhormonic condition of the ovary and of the 
corpus luteum. 

The author has not found that an early puberty indicates a healthy 
organism. Repeated pregnancies favour the increase in weight and length 
of the foetus. The health and stature of the father corresponds with the 
weight and length of the foetus. 


On the incompatibility of materno-fetal blood in relation to gravidity toxemia. 
It is well known that the foetus may belong to a different blood group from 
the mother. McQuarrie asked if eclampsia might not be the result of a 
transplacental fceto-maternal transfusion with incompat bility of blood 
between foetus and mother. He found toxeemia in 70 per cent. of cases 
where there was this incompatibility. 

The author found in 52 cases of gravid toxemia, including 21 cases of 
eclampsia, only 10 cases of incompatibility of blood. The blood group is a 
fixed characteristic of every individual, and cannot be modified by any 
means. The isoagglutinating power is manifested much less frequently in 
the infant at the breast than in the child and the adult. 

The author has also proved the existence of agglutinogen in embryos of 
four and five months. Agglutinogen is a cellular property of the red cells, 
determined by hereditary inbuences and therefore necessarily primitive. 
Not infrequently there is incompatibility of group between mother and 
foetus without any man‘festations of toxeemia. The coincidence of eclampsia 
and vesicular mole shows that eclampsia cannot be due to incompatibility 


of the blood groups. 


On the therapeutic value of protein the-apy or injections of turpentine and of 
diathermy in inflammations of the uterine adrexa. Vaccines act not only in a 
specific sense by their specific bacterial contents, but in a non-specific 
sense by the protein substances which they contain, so that they can be 
substituted completely by non-specific protein-therapy. 

The author uses separated milk, sterilized by boiling. He uses about 
3. ce. intra-muscularly. The phenomena of shock are generally more intense 
the more accurate and active the inflammation. Of 45 cases of acute pelvic 
inflammations thus treated, 39 cases, i.e., 86 per cent., had an excellent 
result, diminution of pain, disappearance of fever, and general amelioration 
of condition. These cases were for the most part of gonococeal and puer- 
peral septic origin. Protein-therapy does not seem to be efficacious in 
resolving inflammatory infiltrations and exudates of the adnexa. Turpen- 
tine acts apparently by producing a transitory leucocytosis. It was given 
by intra-muscular injection in solution, and was used in subacute inflamma- 
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tions with success. Diathermy was used in ovario-salpingitis of relatively 
recent date. It proved a good means of cure, but must be applied in cases 
which have been apyrexial for some time. Also, it must not be given in 
tubercular forms, nor in any cases which show hyperemia or congestion. 

J. R. Forrest. 


Zeitschrift fur Geburtshilfe und Gynakologie. 


Band 88, Heft 2, December, 1924. 

“Actinomycosis of the female reproductive organs, especially of the portio 
uteri. Mitra. 

New investigations into the variations of the foetal heart rate during 
labour. E. Frey. 

‘In what way can one restore the damaged sphincter muscle of the female 
bladder and the urethra? N. Kakuschkin. 

The rate of circulation of the blood during pregnancy. F. Klee. 

Observations on premature children. W. Framm. 

*The early diagnosis of pregnancy and the ‘‘ Maturin ” test. P. Schumacher. 

Folliculomata, o6phoromata and granulosa cell tumours of the ovary. E. 
Krompecher. 

Review of operative results in prolapse. A. Cleve. 

Functional tests of the sympathetic nervous system in pregnancy and the 
puerperium. F,. Peyser. 

“Changes in the surface of the ovary caused by variations in age. W. Chin. 

*The cotyledons of the human placenta. F. Kermauner, 

Foetal chondrodystrophia. O. Herschan. 

“Investigations into the physiological acidosis of pregnancy and its etio- 

logical relationships. O. Bokelmann. 


Actinomycesis of the female reproductive organs, especially of the portio uteri. 
Out of the 35 cases of actinomycosis of the reproductive organs already - 
described, very few indeed can be considered as of primary genital origin. 
In almost all the point of entrance has been the alimentary canal. Giordano 
has described a case in which the entrance was undoubtedly through a 
prolapsed uterus. In the case described by Mitra, a careful histological 
examination of all the tissues involved gave very strong support to the 
view that here infection occurred in the first instance through the cervix 
uteri. 


New investigations into the variations of the foetal heart rate during labour. 
The author reports his investigation of the foetal heart rate during labour 
in 2,376 cases in the Zurich Clinic. Taking 120 to 160 as the limits of 
normal variation, he found that 155, or 6.0 per cent., of the series should be 
considered abnormal. In 447, or 18 per cent., of the whole series the cord 
was found twisted round the neck one or more times. He believes that the 
varying opinions expressed regarding changes in heart rate are due to the 
fact that the rate has not been counted at sufficiently frequent intervals or 
over a sufficiently long period. - In the Zurich Clinic, when the rate is 
found beyond the normal limits, it is counted two or even three times a 
minute in quarter-minute periods, and the numbers tabulated. In the 
interval between two pains as many as ten records can be made, For this 
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purpose the author finds the head-stethoscope of De Lee most useful. The 
vital rate is 100 per minute. If the heart rate is either found under 100 at 
the beginning of an interval, or is found to drop under 100 before the onset 
of the next pain, the foetus need not be considered in grave danger provided 
the rate for the remainder of the interval rises over 120. If the rate remains 
persistently under 100 throughout a whole interval, the prognosis is more 
serious ; if this happens on one occasion only, interference is not yet neces- 
sary but preparations should be made for a forceps delivery. If this fall in 
rate happens during two intervals, either consecutive or close together, the 
instrumental termination of labour should be commenced, provided the 
other conditions for the use of forceps are fulfilled. In a series of 46 cases 
in which this slowing of the rate persisted through three or more intervals, 
13 per cent. were born in asphyxia livida, 15 per cent. in asphyxia pallida, 
and 15 per cent. were still-born ; the remainder were born in good condition. 
The only cases in which a rate of over 160 should be considered a sign of 
danger are those in which in the same interval the rate is found to rise 
from under 100 to over 160 or vice versa. This variation is due to stimula- 
tion of the vagus and is a sign of grave foetal danger. The author believes 
that slowing of the foetal heart in general, and stimulation of the vagus in 
particular, are due to mechanical pressure on the foetal head, and not to 
true asphyxia caused by CO, poisoning. This view he supports by careful 
observations on individual cases and by an experiment in which he applied 
pressure to the head of a very premature but living child obtained at 
Czesarean section performed on account of mental disease. This is in 
accordance with the observations of Kautsky. In cases of vagus stimula- 
tion with wide and rapid variation of the heart rate, an anesthetic should 


be administered at once, as the relaxation thus secured may allow a tem- 
porary recovery. In cases where the rate sinks steadily under roo, the 
foetal prognosis is most grave. 


In what way can one restore the damaged sphincter muscle of the female bladder 
and the urethra? The author describes his successful treatment of two 
cases of extensive vesico-vaginal fistula in which the vesical end of the 
urethra was occluded by scar tissue. In both cases he passed a sound along 
the urethra and drove it into the bladder at its most accessible point. He 
then introduced a self-retaining catheter. With this adjusted he went on 
to complete the repair of the fistula, using whatever tissue might be most 
convenient, even tissue from the cervix uteri. In both cases not only did 
the repair of the fistula hold, but the bladder wall, at the seat of the entrance 
of the catheter, formed a sphincter which eventually gave the patient quite 
good urinary control. In both cases the catheter was removed at the end 
of seven days. 


The rate of the circulation of the blood during pregnancy The author investi- 
gated the circulatory changes in the blood in 100 women in the later months 
of pregnancy. To calculate the velocity of the stream he injected fluorescin 
into the cubital vein and awaited its appearance in blood taken from the 
cubital vein on the other side of the body. The rate was appreciably slower 
in pregnant women than in others, in primigravidee more so than in multi- 
parous women, and slowest of all about the 36th week of pregnancy. The 
author explains this last phenomenon by the fact that the fundus, now at 
its greatest height, is a disturbing factor in the thoracic circulation. The 
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author made parallel investigations into the capillary circulation by the 
usual microscopic methods, and found regularly definite minute long periods 
of stasis. He found no relationship between the actual blood pressure and 
those changes in the capillary circulation. In his opinion the increased 
rate of sedimentation of red blood corpuscles cannot be the sole cause of 
those capillary changes. He found that even in an impeded capillary circu- 
lation in the skin, there might at the same time be an increased rate ot 
blood flow, and this he thought must be due to a pre-capillary union of 
artery and vein of the type described by Hoyers, thus providing a short 
circuit. 

The early diagnosis of pregnancy and the ‘‘ maturin”’ test. The author has 
tried out the phloridzin test for pregnancy according to the technique 
recommended by Kamnitzer and Joseph. In fasting women, in whom the 
urine had been found sugar-free, he injected intramuscularly 2 milligrams 
of phloridzin in the special commercial form, known as ‘‘ Maturin.”? Even 
in the first three months of pregnancy, during which the test is alleged to 
be most delicate, only 68 per cent. in a series of 25 cases gave a positive 
reaction. In a control series of 27 non-pregnant women 11 per cent. gave 
a positive reaction. These results, apparently obtained with the greatest 
care, show that this test is not reliable even for the exclusion of pregnancy 
in the early months, as 32 per cent. of the total number, eventually proved 
to be pregnant, gave a negative reaction. 


Changes in the surface of the ovary caused by variations in age The author 
has studied the form of the surface of the ovary in a series of 45 cases of 
varying age, including five children. In adolescence the shallow furrows 
are different from the deep furrows which appear after puberty. The latter 
are exclusively the result of cicatrices which form at the sites previously 
occupied by corpora lutea. Occasionally these scars are hidden by the 
formation of peculiar plugs of connective tissue which fill up the gaps; the 
surface is then overgrown by epithelium. Even then the site can easily be 
identified in sections stained to show connective tissue by the deviation of 
the fibrils. By the adhesion of these deep scars epithelium is occasionally 
shut off, giving rise to the formation of cysts. These peripheral cysts 
should not therefore be considered of congenital origin. 


The cotyledons of the human placenta. In a brief communication Kermauner 
defends his view that the cotyledons of the human placenta are only arti- 
facts. The injected specimens of R. Mayer he repudiates, because the 
demonstration of the distribution of vessels is not necessarily a demonstra- 
tion of division into function cotyledons. The flat sections of Wieloch he 
regards as inconclusive because they were cut after a fairly bulky placerita 
had been allowed to tear into cotyledons by its own weight. The author 
maintains that a flat uninjured placenta will show, even in flat sections, 
no trace of septa derived from the trophoblastic tissue. 


Investigations into the physiological acidosis of pregnancy and its etiological 
relationships. After a brief review of current ideas regarding the methods 
of examination in cases of acidosis, the author records a series of observa- 
tions in women examined during pregnancy, at the beginning of labour 
and during the puerperium. The indicators used were the carbonate content 
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of the blood plasma and the hydrogen-ion concentration of the urine. These 
observations indicate that the alkaline reserve of the blood is depleted at 
the end of pregnancy, and rises again fairly quickly during the puerperium. 
The author goes on to discuss which acid substances are produced in the 
metabolic disturbance of pregnancy to cause this acidosis. Though uric 
acid excretion is much increased in eclampsia and pernicious vomiting, 
there is a very great nuclear destruction in the liver to account for it: in 
a normal pregnancy, however, the uric acid content of the blood is hardly 
altered. It seems more likely that the excretion of acetone bodies is more 
closely related to.the acidosis. Porges and Novak have suggested an 
inadequate carbohydrate content of the diet during pregnancy as a cause 
of the acetone production. Some work of the author, which is on the point 
of being published, shows that during pregnancy there is an increase, 
certainly relative and probably also absolute, in the acetone bodies circu- 
lating in the blood. J. HENDRY. 


Archiv fir Gyndkologie. 
Vol. 123, No. 1, December 15, 1924. 
The coincidence and interference of uterine tumours. Part Il. Myoma 
and carcinoma. O. Frankl. 
On the frequency and clinical importance of myosarcoma of the uterus. 
K. Imhauser. 
The functions of the thyroid gland in pregnancy. H. Knaus. 
Eclampsia. N. Hoffmann, 
On the relation between the structure and function of the breast, with 
special reference to the mechanism of emptying. A. Seitz. 
Contribution to the biology of the new-born. K. Hellmuth. 
*Anatomical foundations and technique of plastic operations on the pelvic 
floor. H. Sellheim. 
On the causal genesis of adenomyomatous growths of the female genital 
apparatus. C. Artusi. 
Experimenta! studies on the influence of the ovaries on oxygen metabolism. 
I. Orita. 
On the influence of displacements of the uterus and of inflammatory 
diseases of the adnexa on menstruation. W. Vogel. 
*A case of development of a dermoid cyst in the wall of the Fallopian tube. 
K. Ulesko-Stroganowa. : 
On the so-called Klein’s tumour and on the relationship of chronic inflam- 
mation to the formation of epithelial tumours of the ovary. H. Résch. 
On adenofibrosis in laparotomy scars. W. Vassmer. 
Sarcoma polyposum uteri. A. Kunez and P. Zacher. 
On ectopic decidua without pregnancy. W. Schiller. 
*The prognosis and treatment of placenta previa, together with a report 
of 168 cases of placenta previa. v. Mikulicz-Radecki. 
Spirocheete infection of the female genitalia in the puerperium. E. Philipp. 
Critical observations on the “‘ Studies on the virulence-testing of strepto- 
cocci of Karl Ruge.’”’ Hanow. 
The method of the recognition of syphilis in lying-in establishments. E. 
Klaften. 
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*Trophoneurotic sequel of spinal anzesthesia and their explanation on the 
basis of animal experiments. P. Klein. 

The rupture of genital suppuration into the bladder. A. Matusovzky. 

The question of lumbar anzesthesia. K. Vorlaender. 


Anatomical foundations and technique of plastic operations on the pelvic 
floor. Sellheim describes an improved method of performing pelvic plastic 
operations, which represents an advance in prolapse operations. His aim 
is to impart to the female pelvis a more masculine character, thus increas- 
ing its supporting power. This higher degree of supporting power is one 
of the peculiarities of the male pelvis, owing to the better development of 
the prerectal part of its diaphragma pelvis rectale. 

Since the support of the viscera is chiefly formed by the pelvic floor, the 
ligaments being considered as a facultative attachment only, the author 
lays stress upon the re-formation of the muscular pelvic floor, the readjust- 
ment of the facultative suspensory apparatus being in his opinion a matter 
of secondary importance. He thus restores the full function of the pelvis 
and prevents uterine prolapse. 

To achieve this end it is not sufficient to restore the original normal 
conditions, but rather to exaggerate them. The results obtained by this 
procedure aie very good, as the prerectal part of the diaphragma pelvis 
rectale, the diaphragma urogenitale and the constrictor cunni retain their 
normal direction, and the vagina is fixed from all sides by the restored and 
reinforced muscular girdle. Owing to the diaphragma pelvis rectale being 
drawn together between the rectum and the vaginal vault a muscular bar 
fixing and supporting the uterus is formed. As regards the technique the 
author divides the fascial partitions and sutures the muscles together, the 
muscular girdle and the vaginal vault being also sutured. 

Owing to this ‘‘ preventive ’’ as opposed to the ‘‘ reparative ’? method 
of abdominal plastic operations the nutrition of the tissue is preserved, 
while their function is not disturbed. The only difficulty in the exact re- 
formation of the muscles of the pelvis as regards elasticity being that of 
approximating the separate parts of the closing apparatus of the pelvic 
floor without using force, the author employs among other devices that of 
stretching backwards the disengaged edges, particularly the rectal 
diaphragm. 


A case of development of a dermoid cyst in the wall of a Fallopian tube. 
Ulesko-Stroganowa reports the following case on account of its rarity. The 
patient, who is sterile, complained of menorrhagia and dysmenorrhea, 
which appeared soon after marriage 17 years ago. No acute infection of 
the genital organs. Vaginal examination revealed in the right side a rigid 
sessile tumour the size of an egg, connected by a pedicle with the cornu 
uteri. Colpotomy was done and it was found that the pedicle was formed 
partly by the tube and partly by the broad ligament, the latter appearing 
lustrous as if infiltrated with fat. During the ligature of the pedicle the 
tumour burst and from it, together with the out-flowing fat, came a hard 
globular body, which microscopically proved to be a dermoid. The cyst 
originated in the uterine part of the tube, whilst in other hitherto published 
cases the dermoid cysts developed in the muscular layer of the ampullary 
part. 
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The progress and treatment of placenta previa. v. Mikulicz-Radecki 
emphasizes the great difference in the therapeutic measures which can be 
applied in cases of placenta praevia in private practice and those in hospital. 
In private cases only symptomatic therapy consisting in the arrest of 
haemorrhage is practicable, the effect of which will be the preservation of 
the mother’s life without regard to the child, even if of full time and living. 

In case of marginal placenta with head presentation and good labour 
pains he advises artificial rupture of the membranes,,.and when the cervix 
admits two fingers version is indicated, and metreurysis in a narrower 
passage. Then leave the case to nature. Any other manipulative assistance 
runs the risk of cervical laceration and is thus contra-indicated. Haemor- 
rhage occurring in the third stage of labour should not be stopped by 
tamponade of the uterus; this procedure should be avoided, as the lower 
uterine segment is excessively thinned. In hospital, on the contrary, the 
therapy must be an active one. Since 1918 abdominal Czesarean section has 
been employed in the University Maternity Clinic both in Kiel and in 
Leipsic, as the method of delivery in placenta previa. The results are 
3.3 per cent. maternal mortality, 83.4 per cent. preservation of life in viable 
children. This operation has been performed as a routine in all cases 
which have undergone a preliminary version or metreurysis. In cases in 
which placenta marginalis made possible the advancement of the head one 
should confine himself to rupture of the amnion and stimulation of the 
labour pains. With a non-viable or already dead child, when the mother 
has been admitted with fever, she must be delivered at great speed per vias 
naturales, version or metreurysis being applied previously, or anterior hys- 
terotomy and perforation of the head. Abdominal Cesarean section is the 
method of choice in cases in which the chiid is alive, the cervix admits two 
fingers and is entirely or almost entirely closed by the placenta and when 
there are no signs of infection, or the latter are of recent origin. 


Trophoneurotic sequele of spinal anesthesia and their explanation on the 
basis of animal experiments. Klein has seen deep necrosis of the sacral 
region occurring after spinal anesthesia. The bed-sore was very severe, 
being complicated by total analgesia extending over a large area and healed 
very slowly. Since similar sequel:e of spinal anesthesia have been already 
described by others, who, however, could not explain them quite satisfac- 
torily, the author thought it worth while to inquire into their causes. He 
considered the trophoneurotic disturbances to be the manifestation of an 
injury done to some sacral nerve root, being thus a symptom of a more 
remote lesion in the central nervous system and not a sign of local damage 
due to the anesthesia, and so the question arose, whether the cause is 
mechanical or toxic in nature. With regard to the latter two different 
specimens of tropococaine (Merck), which had been used as an anesthetic, 
have been analyzed, and one of them did not fulfil the requirements of the 
German pharmacopeeia, as it gave an acid reaction and smelt like an ester. 
But notwithstanding this the toxicity of the anzesthetic could not be the 
cause of the affection, since in all cases it exhibited a- typical localization, 
regularly on one spot, and was unilateral, whilst in the event of an injury 
of toxic origin we must assume that, since the drug comes into contact with 
more than one root, the disturbance would extend over a greater area. In 
one of the author’s cases no anesthetic was injected. On introducing the 
syringe into the sacral canal, spinal fluid mixed with blood was seen to 
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issue. The author therefore refrained from using spinal anzesthesia in that 
case. Thus the cause could only be damage due to the technique of injec- 
tion. This opinion proved true after careful experiments had been carried 
out on animals. Division of one spinal posterior root in cats produced 
analogous trophoneurotic sequelae, and thus the author draws the conclusion 
that the ‘‘ acute ”’ bed-sores occurring in his cases as a by-effect of spinal 
anzesthesia was due to an injury of a sacral root, which had been done when 
the puncture-needle had been introduced. To avoid these undesirable 
consequences of spinal anesthesia he suggests that the needle should be 
introduced edgewise so that the oval mouth of the lumen is directed side- 
ways; in this way the passage, through which the needle goes, is narrower 
and there is less opportunity of injuring the root-fibres of the cauda, as it 
can more easily find space between them. P. ASHKENASY. 


Zentralblatt fiir Gynakologie. 
No. 27, July 4, 1925. 

*The influence exercised during pregnancy by the change in the surface 
tension of the blood serum on the growth of malignant tumours. L. 
Lederer. 

“Contribution to the operative treatment in tubal pregnancy. M. Turolt. 

*The operative treatment of salpingo-odphoritis. M. Mannheim. 

Experiences in the use of Kielland’s forceps. F. Heinlein. 

Kielland’s forceps in breech presentations. K. Fink. 

*The incidence of carcinoma of the uterus at the Cologne clinic for woman 
during the years 1906—1925. H. Schoog. 

*The placenta in therapeutics. A. W. Chochlow. 

No. 28, July 11, 1925. 

Ceesarean section in cedema of the vulva. F. Skutsch. 

*Multiple teratomata in one ovary. O. Neumann. 

*Statistics of thrombosis and lung embolism, and Trendelenberg’s operation 
for embolism. F. Wermbter. 

Investigations into the lipoid complex and its most important constituents 
cholesterin, fatty acids, and lecithin—in the maternal and infant blood 
in normal and pathological conditions, with a note on the investigation 
of lipase in both circulations. K. Hellmuth. 

*Cystadenoma of the labia majora of embryonal origin. M. Seidler. 

*The formation of hemangioma in the new-born. W. Holz. 

No. 29, July 18, 1925. 

*Pregnancy in the interstitial part of the Fallopian tube. R. Zimmermann. 

*Exchange of salts taking place in the placenta. Kj. v. Ottingen. 

A criticism of Heyar’s sign in pregnancy. I. Piskacek. 

*Fatal infection with an anzerobe in criminal abortion, the clinical picture 
being that of tetanus. E. Vélcker. 

Neurofibroma of the right labium majur. S. Maczewski. 

No, 30, July 25, 1925. 

*The physiology of the Fallopian tubes. Part I. Experiments on the spon- 
taneous movements of the tubes (in situ) of rabbits. F. v. Mikulicz- 
Radecki. 

*Pathological hypertrophy of the endometrium secondary to tumours of 

the ovary, especially during the climacteric. R. Meyer. 
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*Transperitoneal injections into the muscle of the uterus to promote labour 
pains as a method of treatinent for difficulties in the third stage of 
labour. H. Bergmann. 

Ozone in place of oxygen. A. Schiicking. 

Idiopathic inversion of the uterus. H. Hirsch. 
Post-partum hemorrhage. K. Burger. 
No. 31, August 1, 1925. 
An accessory incision in opening the abdomen through the linea alba. 
H. Fiith. 

*The value of rectal and vaginal examinations in the prophylaxis of puer- 
peral infections. W. Fiirst. 

*On the symptoms and conditions of the action of ovarian hormones. S. 
Loewe. 

*Contribution to the question of heterotope endometrial growths. K. Heim. 

*A case of spontaneous central rupture in a prematurely separated but 
normally situated placenta. E. Witt. 

A case of spontaneous tearing away of the whole circumference of the 
cervix following upon the insertion of a Tarnier bag. E. Bettmann. 
*Some results of curettage of the uterus in the early months of pregnancy. 

G. T. Zomakion. 
No. 32, August 8, 1925. 

*The dangers of pregnancy, labour and confinement caused by industrial 
work, with special reference to the textile industries. M. Hirsch. 

Pharmacological investigations into an unexpected accessory effect of 
Ingelheim’s preparation of lobelia. H. Walbaum and C. Jacobi, 


The ctiology and origin of central ruptures of the cervix and of uro-genital 
fistulae. B. Ottow. 


*On knee presentations. W. Odenthal. 

*Convulsions and pregnancy. C. Merletti. 

Epilepsy in woman. H. Heberer. 
No. 33, August 15, 1925. 
Proportions of the body in the new-born. A. Seitz. 

*On the Roentgen ray treatment of inflammatory pelvic lesions. W. Framm 
and A. Wierig. 7 

*Implantation of the tubes into the uterus. K. Volkmann. 

On a side action of Ingelheim’s “‘ lobelin.” O. Lang. 

Rupture of the pubic symphysis during spontaneous birth. S. Polgar. 

Fixation of the retroflexed uterus. W. Sigwart. 

Two cases of lateral brow presentations. Kielland’s forceps used to rotate. 
P. v. Kubinyi. 

*Note with reference to Zangenmeister’s and Baer’s article in No. 23, 1925, 
of this Journal on the termination of pregnancy on account of con- 
tracted pelvis. P. Kiihnel. 

No. 34, August 22, 1925. 

On the peristalsis of the tubes. R. Dyroff. 

Auto-innoculation in the early treatment of mastitis. W. Schmidt. 
An extraordinary case of criminal abortion. G. Raestrupp. 

Vaginal secretion and the constitution. A. Loeser. 

On the legalisation of artificial abortion in the future criminal law, and 
the importance of eugenic points of view. M. Hirsch. 

Eclampsia without convulsions. S. Liebmann. 

The abdominal “‘ interpositio uteri vesico-vaginalis.”” A. Werner. 
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No. 35, August 29, 1925. 
On the fate of children of eclamptic mothers. L. Neugarten. 
On the destruction of the ovum by Roentgen rays. L. Kraul. 
‘The grouping of serum agglutination in triplets. A contribution to the 
question of heredity. R. Gauther. 
Can cancer of the uterus be treated by specific therapy? C. J. Wederhake. 
Examination of the usefulness of the glycogen separation test with Pregl’s 
iodine solution. H. Franken. 
On elephantiasis congenita non hereditaria. K. Hensler. 
Injuries which may occur in the use of Crédé’s method of expression of the 
placenta. F. Sieber. 
Contribution to the question of the passage of blood from the tubes during 
menstruation. P. P. Miiller. 
No. 36, September 5, 1925. 
Fat migration in dermoid cysts. O. Frankl. 
Rotation of the head during delivery. R. Demme. 
On the technique of blood transfusion (improved method). A. Beck. 
*Treatment of post-partum hzemorrhage. L. v. Biiben. 
A case of interstitial pregnancy. V. Lebedeff. 
Two cases of special operation for double vagina. G. T. Zomakion. 
Reply to Arns on “ obstetric examination by the rectum.”’ T. Johannsen. 


No. 37, September 12, 1925. 
On the question of increasing virulence of micro-organisms. A. Reist. 
Medical speeding-up of labour and Wederhake’s ethereal intoxication. 
A. Calmann. 


*What is the evidence for pregnancies of subnormal duration? P. Riss- 
mann. 

Tubal pregnancy or perforation of the uterus? K. Herold. 

On the use of somnifen in obstetrics. P. Schmidt. 

Toxic cerebropathy and psychopathy in pregnancy. S. A. Selitzky. 

On the etiology of temporary cedema in the premature and new-born. K. 
Waltner. 

No. 38, September 19, 1925. 

Obituary notice of Max Stumpf. 

Starvation treatment for uncontrollable vomiting of pregnancy. H. Deter- 
mann. 

Critical remarks on Halban’s ‘‘ Metastatic hystero-adenosis.”” R. Meyer. 

On the osmotic resistance of the erythrocytes and the cholesterin content 
of the blood of the new-born : a contribution to the problem of icterus 
neonatorum. R. Horniting. 

A contribution to sublimate poisoning from the vagina. C. Holtermann. 

Specific constituents of ergot.” E. Rothlin. 

A case of retention of the placenta due to myoma. O, Nebesky. 

On the treatment of bleeding lacerations of the cervix. H. Baumm. 

The early diagnosis of pregnancy by von Dienst’s method. A. Timofeew. 


No. 39, September 26, 1925. 
Classification and prevalence of certain ovarian tumours. E. Stiibler and 
T. Brandess. 


Acute ulcer of the vulva. P. Schugt. 
Retro-inguinal Alexander-Adams’ operation. FE. Sohns. 
The acid take of the vaginal secretion. F. Heinlein. 
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Cauliflower cancer of the cervix. E. O. Schock. 
Thoracopagus tetrabrachius. A. Irsa. 
To facilitate the Alexander-Adams operation. H. Freidrich. 


The influence of the altered surface tension of the blood serum during preg- 
nancy on co-existing malignant tumours. Lederer points out that though 
the clinical fact exists that pregnancy favours the growth of malignant 
tumours—except those of the uterus—-a theoretical .explanation is still 
wanting. In view of this fact he and others have carried out investigations 
on the blood serum of pregnant women, on women suffering from carcinoma 
and on normal women. Examination of the blood serum and its cholesterin 
content in pregnant women showed that the surface tension of the blood 
serum is decreased, and probably due in part to the increased amount of 
cholesterin. It decreases gradually during pregnancy, reaches its minimum 
during parturition, and increases again rapidly in the puerperium. In a 
number of cases it was found that an increase in surface tension took place 
during the third month of pregnancy, and might even be greater than 
normal. 

Further experiments were carried out on normal pregnant women, and 
on those suffering from columnar-celled carcinoma. In the latter it was 
also found that the blood serum surface tension was lowered. It is also of 
interest to note that in eclampsia there is considerable decrease of surface 
tension. In these cases there is also considerable increase in the cholesterin 
content of the blood. But though cholesterin may be one of the most 
important factors influencing the surface tension it is not the only one. 
This is shown by the fact that the decrease in surface tension is not in 
direct proportion to the increased cholesterin content of the blood. Other 
substances found in the blood and urine—apart from bile and its deriva- 
tives—include chiefly albuminous derivatives. In malignant disease the 
surface tension is lowered in proportion to the degree of malignancy. 

In view of these facts Lederer thinks it is reasonable to assume that the 
lowered surface tension of the blood serum during pregnancy favours 
malignant growths, 


Contribtion to the operative treatmert in tubal pregnancy. Turolt dis- 
cusses the advantages and disadvantages in the radical and conservative 
operative treatment of a gravid Fallopian tube. He does not consider that 
the results—as regards a future pregnancy—sufficiently justify the con- 
servative treatment. He himself will continue to do a radical amputation 
of a gravid tube except perhaps in cases where the second tube is diseased. 


The operative treatment of salpingo-oophoritis. Mannheim holds’ the 
opinion that when operation has been decided upon nothing short of 
hysterectomy and removal of both tubes and ovaries affords a permanent 
cure. In his experience, and that of others whom he quotes, removal of 
the diseased tube only affords but a temporary relief. Patients invariably 
return with pelvic and uterine symptoms for which a hysterectomy has to 
be done, after which they are free from further trouble. 

Every chance should, however, be given by conservative treatment over 
a prolonged period before resorting to operation. This will necessarily 
depend on the social conditions of the patient ; a working woman will come 
to operation sooner than a woman of leisure. Heinemann, of Hamburg, 
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- extends the treatment over 12 weeks, at the end of which period the patient 
should be cured. As a rule he resorts to operative treatment after three 
unsuccessful periods of conservative treatment. 


The incidence of carcinoma of the uterus at the Cologne clinic for women 
during the years 1906—1925. Schoog gives statistics to show that the 
incidence of inoperable carcinoma of the uterus, which increased during the 
war, has not yet reached its pre-war level. As the gynaecological work 
there has been in the hands of the same man during all those years the 
statistics are of particular value. He adds that the statistics of other 
clinics—KGnigsberg, Wiirzburg and Bonn—record a similar increase in the 
incidence of uterine carcinoma, and particularly of inoperable cases. 


The placenta in therapeutics. Chochlow gives a historical review of the 
use of the placenta in medical treatment. The fact that animals after con- 
finement devour the placenta evidently led people from the earliest times to 
consider that it contained some therapeutic substances. Not only was it 
used as a hemostatic and a lactagogue in the puerperium, but extracts 
were and are still used by primitive people in the treatment of psoriasis, 
lupus, warts, neevi, impetigo, and other skin diseases, alsoepilepsy. Extract 
of placenta is supposed by some to cure sterility in women, to promote the 
birth of male children, also to cure phthisis and aneemia in women. By 
some the umbilical cord is used as distinct from the placenta. 


Multiple teratomata in one ovary. These are of sufficiently rare occurrence 
as to be of interest, and Neumann has collected reports of such cases. In 
some the tumours were of similar consistence, in others of different con- 
sistence. In particular he discusses the cases in which carcinomata were 
found in one of the teratomata, and the theories as to their origin. He 
elso gives the clinical history of a few cases. 


Statistics of thrombosis and Iung embo'ism, and Trendelenberg’s operation 
for embolism. © Wermbter discusses the value of Trendelenberg’s operation 
for embolism, and reviews the statistics from various clinics. He gives the 
incidence in his own clinic as: In the puerperium=o.04 per cent.; after 
gynecological operations=o0.5 per cent. It rarely occurs under 20 years of 
age, the highest incidence beine between 4o and 55. As to the site of 
embolism he finds that it occurs most frequent in the right pulmonary 
artery. The origin of the embolism is about 2} times as frequently on the 
left as on the right side, and may be in the inferior vena cava, the iliac 
veins, the femoral veins, even in the veins of the leg, the highest incidence 
being in the iliac veins. No records show that the saphenous vein is even 
implicated. Most cases occurred between the sixth and tenth day after 
delivery or operation, but it ocenrred at any time up to eight weeks after- 
wards. 

From his statistics as to the time of death following embolism in 29 cases 
out of 64 death took place within ten minutes, 17 the time of death was 
not recorded, two lived 20 hours. In view of these facts he considers that 
Trendelenberg’s operation for embolism should always be attempted. 


Cyctadenoma of the labia majora of emtryora! origin. Seidler describes a 
case of cystic adenoma of the labia majora which does not conform in its 
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histological characteristics to those usually found in this position. It 
corresponds more neariy to one as described by Ehrlich in the Polish litera- 
ture. This cyst was lined by connective tissue, and had no connexion either 
with the skin, sweat glands, Bartholin’s glands, or other structures, e.g., 
round ligament, Gartner’s duct, etc. In view of his findings he considers 
it to be of endothelial origin and therefore an embryonal residue. 


The formation cf hemangioma in the new-born. Holz produces evidence, 
from a case under his care, that hamangioma can be the result of pressure 
during delivery. That there must be some predisposing factor for the 
production of such nevi is obvious, as otherwise more children would be 
born with these marks than is the case. He suggests an inherited suscep- 
tibility, perhaps some skin changes in one of the parents. 


Pregnancy in the interstitial part of the Fallczian tube. This is of rare 
occurrence, amounting to about 3 per cent. of all tubal pregnancies, this 
being an average of various statistics collected by Zimmermann. Rupture 
does not take place till about the third month, that is, one month later 
than pregnancies in other parts of the tube owing to the greater thickness 
of the tube. Zimmermann considers that it is possible for the embryo to 
rupture into the uterine cavity and to re-embed itself in the uterine mucosa 
so that gestation is continued. This, however, is contested by other 
authorities. 

Diagnosis in interstitial pregnancy may be attended with some difficulty 
of which Zimme:mann gives two examples. 

Case 1. A multipara of 44 who had had 12 children. The last period 
had been six to seven weeks before admission. The pelvic examination 
revealed a tumour the size of a hen’s egg to the right of the fundus. Both 
ovaries were cystic. The uterus itself was enlarged and retroflexed, and 
the tubes could be made out as ap.rt from the tumour. Extra-uterine 
pregnancy was considered as a possibility, but in view of the consistency 
of the tumour it was thought to be a fibroid. Cessation of the periods was 
thought to be due to the menopause. This diagnosis was confirmed at 
cperation, and subtotal hysterectomy was performed with removal of the 
adnexa. The right round ligament emerged from the front of the tumour, 
and the right tube passed over its surface. On cutting into the uterus the 
supposed fibromyoma turned out to be an interstitial pregnancy, the ovum 
being separated from the uterine cavity by a muscular septum. 

Case 2. A nullipara of 18, the last period having been 34 months before 
admission. The uterus was the size of a two months’ pregnancy. To the 
right above the uterus was a cystic tumour which reached to midway 
between the pubis and umbilicus. It was very tender, and the pain was 
thought to be due to torsion of the tumour which was diagnosed as ovarian. 
At operation the tumour was found to be the size of a woman’s head, the 
right round ligament emerged from its anterior surface, and the right tube 
and ovary were stretched over the top of it. There was a groove between 
the uterus and the tumour. In trying to remove the uterus and tumour 
out of the pelvis the tumour ruptured, and the ovim came ont intact. 


Exchange of salts taking place in the 5 acenta. v. Ottingen examined the 
blood serum in a series of pregnant women, women after confinement, and 
babies, and compared his findings with that in the serum of normal persons. 
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His work inciudes the estimation of chlorides, phosphates and creatinin, of 
which he gives statistics. 


Fatal infection with an anzrobe in criminal abortion, the clinical picture 
being that of tetanus. V6lcker records the following case :—A multipara 
of 26 was admitted to hospital suspected of tubal pregnancy. No history 
of miscarriages. Two years previously patient was said to have had attacks 
of cramp, but otherwise she had never been seriously ill. There had been 
slight haemorrhage at first, but this ceased 14 days previous to admission. 
Six days before admission patient complained ef abdominal pains, but for 
various reasons abortion was ruled out. As the pains recurred at frequent 
intervals she was admitted to hospital. She became worse. She had 
cramps, dysphagia, trismus, and slight head retraction. There was partial 
relaxation under anesthesia. There was no history to suggest tetanus, and 
in view of a previous history of cramps it was thought the condition might 
be functional with a view to induction of abortion. However, the patient 
became worse, anti-tetanic serum was given, but she died. 

Post-mortem examination revealed a perforation of the vagina into the 
recto-vaginal space. Gas bubbles and yellow pus came out. Bacteriological 
examination showed the presence of gas-forming organisms and strepto- 
cocci, but no tetanus bacilli. Abortion was probably attempted with a 
knitting needle. 

The symptoms resembled throughout those described in gynecological 
literature as puerperal tetanus. In the recorded cases the tetanus bacillus 
has sometimes been found, but not always. Tetanus is a rare complication 
of the puerperium, but according to V6lcker it occurs more frequently in 
normal labour or where instruments are used than in criminal abortion. 
The prognosis is bad. 


Te physiology of the Fallopian tubes. The method by which the ovum 
passes from the ovary to the uterus is discussed by v. Mikulicz-Radecki as 
a result of experiments carried out by him on rabbits. 

Three theories have been held till now :— 

1. That the ciliated epithelium of the tubes wafts the ovum along. 

2. That the ovum is carried along in the fluid secreted by the 
epithelium. 

3. That the movement is due to peristaltic movements of the muscle 

of the tubes. 

It is generally accepted that the ovum itself has no part in the move- 
ment. Of the three theories v. Mikulicz-Radecki adheres to the last one. 
The fact that the epithelium is converted into a secreting tissue is con- 
sidered to negative the suggestion that it still acts as cilia and wafts the 
ovum along. 

v. Mikulicez-Radecki carried out his experiments on four sets of rabbits 

t. Such as were non-pregnant. 

2. Such as had just conceived. 

3. Some that had conceived a few days previously. 

4. Some that were longer pregnant. 
His observations were carried out by means of a graphic registration with 
| string galvanometer through an abdominal incision. 

The results may be summed up as follows :—The mechanism is a 
complicated one. There is no continuous peristalsis. Instead there are 
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rhythmical contractions of the circular muscle fibres at definite points 
along the tubes. Each point contracts in a different rhythm from the next 
one, according to where the ovum is. As soon as the ovum has passed the 
contractions slow down. The remainder of the non-contracting muscle 
appears to be heaped up near the contracting riugs. The rate of contrac- 
tion seems to vary with the period of gestation, and seems to decrease with 
the increased length of pregnancy. 
v. Mikulicz-Radecki is publishing a book on the subject. 


Pathological hypertrophy of the endometrium secondary to tumours of the 
ovary, especially during the climacteric. Post-climacteric haemorrhage 
resulting from a hypertrophic condition of the endometrium is reported by 
Meyer to be associated with tumours of the ovary. As against this he finds 
that ovarian tumours during sexual years do not as a rule give rise to 
hemorrhage. He ascribes this partly to the particular kind of tumour 
frequently found which he calls a folliculoma. 


Transperitoneal injections into the muscle of the uterus to promote labour 
pains, as a method of treatment for difficulties in the third stage of labour. 
As all the complications in the third stage of labour necessitating inter- 
ference are due to inefficient contraction of the uterine muscle all the 
methods employed are in the direction of stimulating the muscle. Many 
methods have been advocated, some of the latest being : compression of the 
aorta by Momberg’s apparatus, clamping of the parametric tissues, and 
latterly intravenous injections of uterine stimulants or into the cervix 
direct. Bergmann recommends the injection of pituitrin or ergot through 
the peritoneal cavity directly into the uterine muscle, as he has found this 
successful where all other methods had failed. 


The value of rectal and vaginal examinations in the prophylaxis of puerperal 
infections. Fiirst recommends the return to rectal examination as against 
vaginal examination during labour. He bases his recommendation on 
observations made at maternity clinics at Frankfort and Zurich, the 
numbers figuring in his statistics being above 2,000 in each clinic. 
The rectal examination was carried out in Frankfort, the vaginal 
examination in Zurich. To avoid complications only straightforward cases 
are included, i.e., only those cases admitted before rupture of the mem- 
branes, and where there was no history of previous infection, previous 
examination, and where there were no previous perineal lacerations. Fiirst 
places his cases into seven groups according to the length of labour after 
rupture of the membranes. His criterion as to the respective value of 
vaginal and rectal examinations is made according to rise of temperature, 
and he also classes them according to the duration of the fever. The 
difference in the results is sufficient for him to advise rectal in preference 
to vaginal examination. 


On the symptoms and conditions of action of ovarian hormones. In view of 
the increasingly popular use of ovarian extracts Loewe contributes a long 
thesis on the subject from the pharmacological point of view. He discusses 
the hormone content of prepared extracts, its mode of action, the conditions 
under which it acts at great length. 
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Contribution to the question of heterotope endometrial growths. Heim dis- 
cusses the theories of origin of endometrial tumours in view of several such 
cases which came under his care within a short space of time—two cases of 
adenofibroma in the recto-vaginal space, one case of intra-uterine adeno- 
myoma, and two cases of cystic endometrial growths in the uterine liga- 
ments. In none of these cases was there an associated ovarian heematoma. 
He is inclined to reject the theories that the tumours are (1) of congenital 
origin; (2) formed from remains of the Wolffian or Gartner’s ducts, and 
holds the view that they originate from endometrial cells disseminated via 
the lymph channels and spaces, as was first suggested by Halban. He 
gives the clinical history of his five cases with an account of the patho- 
logical findings. 


A case of spontaneous central rupture in a prematurely separated but 
rormally situated placenta. Witt reports the following case :—A patient, 
aged 41, who had had two pregnancies and twelve miscarriages, was 
admitted to hospital having had slight haemorrhage for four to five weeks, 
and with slight labour pains. Placenta praevia was suspected, but on 
vaginal examination could not be made out, the presentation being a verter 
with a high head. The foetal heart was audible. Pains only returned at 
long intervals, and the haemorrhage was only slight. For three days 
nothing further happened. The pains then became stronger and at two 
minute intervals, and the foetal heart became faint and then ceased 
altogether. The os was not fully dilated, and the membranes had not 
ruptured. The pains increased in severity, and after about three hours of 
this an extra severe pain was followed by the birth of the foetus enclosed in 
the intact membranes and attached to the placenta. -On examination it 
was found that the legs of the foetus had penetrated a tear in the placenta 
and were visible as far as the knees. On seizing the legs the placenta and 
membranes separated off spontaneously. 

The placenta was of normal consistence and colour; there were no 
infarcts. The tear went almost from one edge to the other. At one side 
of the tear and at the edge of the placenta there were blood clots. The 
membranes were normal. There was nothing in patient’s condition to 
suggest pregnancy toxcemia. 

In the absence of any other explanation Witt considers it most likely 
that after a slight separation of the placenta the fcetus in its death agony 
thrust its feet through the placenta. 


Some results of curettage of the uterus in the early months of pregnancy. 
Zomakion gives the history of 24 cases in whom abortion was induced once, 
twice or three times in early years of married life. Induction was carried 
out at periods varying from six to twelve weeks. The number only includes 
those in whom a normal recovery took place. Complications arising in 
these cases were (1) repeated spontaneous abortion in spite of precautions ; 
(2) relative and absolute sterility (3) disturbances in the menstrual history ; 
(4) long lapses in the menstrual cycle with disturbance of the general health. 
In every case where the husband was,examined the spermatozoa were found 
to be normal. 


The dangers of pregnancy, labour and confinement caused by industrial 
work, with special reference to the textile industries. Investigations carried 
out over a number of years led Hirsch to the following conclusions :— 
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(1) Miscarriages are 16 times as common in women working at the spin- 
ning machines and six times as common in women working at the weaving 
machines as in those women not employed in industrial work. 

(2) The number of stillbirths is twice as great in the textile industries 
as the average for the whole country. 

(3) Only 30 per cent. of the labours are normal. 

All this is accountd for partly by the number of contracted pelves, partly 
by the early age at which girls start work, and partly by the nature of the 
work which entails a great deal of standing. 

In view of these facts Hirsch has drawn up rules and regulations which 
he considers should be set up in all textile industries to protect mother- 
hood. 


On knee presentations. These are very rare—according to Odenthal only 
in 0.03 per cent. of cases, and therefore receive no special notice in text- 
books though they require special treatment. As such a case came under 
his care Odenthal reviewed the literature on the subject, and from his and 
other people’s experiences draws the following conclusions :—The causes 
include the same as those for breech presentations, such as excess of liquor, 
pendulous abdomen, etc. To these he adds: muscular development and 
size of the foetus above the normal. As regards treatment he recommends 
waiting as in breech presentation except of course in the case of complica- 
tions. 


Convulsions and pregnancy. This is a summary of a work by Merletti 
shortly to appear in Italian. In it he intends to identify by etiological, 
symmptomatological, pathological and therapeutic analogies certain diseases 
of pregnancy with the symptom complex of spasmophilia. His investiga- 
tions have led him to the conviction that besides a spasmophilia in the new- 
born there is a spasmophilia of the pregnant woman. This may vary from 
the slightest electrical excitability to the severest form, i.e., spasm of the 
glottis. 


On the Roentgen ray treatment of inflammatory conditions of the pelvis. 
Framm reports on 35 cases of acute, subacute and chronic cases treated by 
him with Roentgen rays. Of these seven were cured, 22 were improved, 
five were unchanged, and one was worse. The average length of treatment 
was 28—32 days. The dosage is of the utmost importance. 


Implantation of the tubes into the uterus. This was first attempted by 
Americans. Volkmann carried it out on a patient with menorrhagia which 
on operation was found to be due to a polypoid condition in the fundus of 
a bi-cornuate uterus. The fundus was removed, and the tubes were 
implanted in the uterine wall lower down. Complete recovery took place 
and it is hoped that pregnancy may yet take place. 

Volkmann names three conditions necessary for success of the operation : 
(1) the blood supply must be kept intact ; (2) meticulous haemostasis—sub- 
serous or intra-ligamentary hzematomata may render success questionable, 
and (3) very gentle handling of the tubes. 


Note with reference to Zangenmeister’s and Baer’s article on the termination 
of pregnancy on account of contracted pelvis. Kiihnel recommends as a 


| 


826 Journal of Obstetrics and Gynecology 


method for determining the length of pregnancy a hemoglobin and blood 
count. He has proved by investigation that in the 34th week of pregnancy 
the haemoglobin percentage and the red cell count are at their highest. 

E. FOCKE 


Treatment of post-partum hemorrhage. Von Biiben discusses the conflict- 
ing views on the causes of uterine inertia after delivery and whether active 
or expectant treatment should be adopted. In the maternity department 
of the University of Budapesth there were during the last twenty years 
163 cases of grave hemorrhage among 35,878 deliveries at term (=0.45 per 
cent.) with 30 deaths (=0.08 per cent. of the entire number). If the 
placenta has been expelled, pituitary extract is given intravenously and its 
transient action is reinforced by the intramuscular injection of ergot. The 
extended legs are crossed, and the fundus of the uterus is firmly held. The 
vagina is douched with hot permanganate solution (0.1 per cent. at 50° C.) 
to stimulate the cervical ganglion. If this fails the uterus is irrigated with 
a weaker solution and the douche can is held low so as not to dislodge the 
thrombus by the force of the jet. Although it would be a more powerful 
stimulus iced water is to be avoided as it would chill too much. Bimanual 
compression helps to arrest the haemorrhage. The Dithrssen tamponade is 
the most effectual measure, the vagina never being plugged alone. The 
packing must not be tight enough to interfere with the contractions. 
Compression of the aorta is never employed, fearing injury of the intestines 
or ureter and cardiac disturbance from blocking the circulation. Even if 
the supply of arterial blood is cut off by the Momberg belt or other device, 
the haemorrhage would only increase, as the venous blood is prevented 
from returning to the heart. 


What is the evidence for pregnancies of subnormal duration? The medico- 
legal aspect of this subject is insisted upon by Rissmann, and he points out 
the more unreliability of the guiding points which have hitherto been relied 
upon. He believes that a fully developed child born from a pregnancy of 
229 or 230 days has not yet been authentically established, as the methods 
of measurement and calculation are faulty. He urges the German Gyneco- 
logical Society to take the initiative in correcting the present lack of 
authoritative criteria. 


On the osmotic resistance of the erythrocytes and the blood cholesterol and 
jaundice in the new-born. Employing Sunmel’s method Hornung found an 
increased resistance of the erythrocytes in the new-born. This was 
especially pronounced in jaundice. The blood cholesterol was low in almost 
every new-born infant, and remained so longer in those affected with 
jaundice. 


On the treatment of bleeding lacerations of the cervix. Among 7,551 spon- 
taneous deliveries not a single case of profusely bleeding lacerated cervix 
occurred. A slight laceration does not need to be sutured; large lacerations 
should be sutured only in the clinic, except when Henkel’s compression of 
the parametria is employed. 


On the early diagnosis of pregnancy by von Dienst’s method. Employing 
von Dienst’s method of diagnosis by the estimation of antithrombin, 
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Timoféew obtained good results. With go per cent. of probability negative 
results of the test excluded pregnancy. 


The acid titre of the vaginal secretior. Hemlein was unable to confirm the 
alleged cyclic variations of the acid titre, but found considerable fluctua- 
tions in the same person at different times. 


To facilitate the Alexander-Adams’ opetation. Friedrich lays a forceps on 
the middle line touching the upper margin of the symphysis. A second 
forceps is then placed over the upper margin of the superior ramus of the 
pubic bone, the tips of the instfuments touching in the middle line. They 
thus form a right-angled trianglé and the incision is made through its 
ceritre, beginning 1 cm. from the angle of the triangle. The inguinal ring 
is thus opened without fail and ample access is obtained for the Alexander- 
Adams operation. The incision is catried to the limit of the hair, and 
whether the women are lean or stout the incisions are thus always sym- 
metrical. F. E. T. 


Monatsschrift fiir Gebirtshiilfe und Gynakologie. 
Vol. lxix, Nos. 1 and 2, April, 1925. 
The present position of German, and especially Prussian, midwives. P. 
Rissmann. 
The initial and continuation training of midwives in the Rhine province. 
E. Martin. 
*Pregnancy and ileus. F. Stork. 
*Axial twisting of the uterus during labour. M. Bretz. 
*Observations and experiences of eclampsia. W. Poten. 
*Injuries to the uterus in the third stage of labour. A. Kutter. 
*Tubal gestation as secondary abdominal pregnancy. F. Mann. 
*Is blood transfusion useful in extra-uterine pregnancy? Hammerschlag. 
A vesico-vaginal fistula cured by combined abdominal and vaginal opera- 
tion. M. Bretz. 
*Tuberculosis of the cervix. N. Ellerbroek. 
*Thrush in the vagina and its treatment. S. Stephan. 
*A new form of pessary and some remarks on the pathological significance 
of retroflexion of the uterus. P. Rissmann. 
*Homoiotransplantation of the ovaries. H. Harttung. 
*The influence of prolonged anesthesia on the temperature regulation in 
man. K. Reck. 
*Fistulze after vaginal hysterectomy. Maiss. 
“Effect of war nutrition on the female genital function. F. Scheffzek. 
*Prophylactic immunization during pregnancy according to N. Louros. E. 
Haertel. 
“Abnormalities of the third stage of labour, especially post-partum hamor- 
thage. H. Baumm. 
“Investigation of the lipoid content of the corpus luteum. A. Harmstein. 
“Results of attempts to produce painless labour under hypnosis. U. Franke. 
“Operation for posterior parametritis. J. Krebs. 


Vol. xix, Nos. 3 and 4, May, 1925. 


“On certain constitutional abnormalities found in eclampsia. L. Bublit- 
schenko. 
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*Increased depth of respiration as a sign of the pre-eclamptic condition. 
E. Klaften. 

“Syphilis and pregnancy. A. Matusovszky. 

*Forceps delivery and foetal mortality. G. Rittershaus. 

An attempt at a physical explanation of invagination. L. Weill. 

*Parametritis due to actinomycosis. P. Schugt. 

*On the spread of tumour cells from the uterine cavity through the tubes. 
E. Vogt. 

*Etiology and prophylaxis of eclampsia. A. Hochenbichler. 

*The growth of hair on the pomum Adami. J. S. Galant. 

Vol. xx, Nos. 5 and 6, September, 1925. 

*Contribution on subcutaneous emphysema during labour. W. Oppen- 
heimer. 

*Spontaneous rupture of the uterus through the scar of a transperitoneal 
cervical Caesarean section for placenta preevia.. P. Miiller. 

In all gynzecological cases as well as in midwifery, disinfection of the 
vagina is essential. v. Ott. 

“On the question of familial icterus gravis neonatorum. F. Hilgenberg. 

*On the pathogenesis of meleena neonatorum. I. Wieloch. 

“Isolated tuberculosis of the uterus. O. Gerich. 

*Investigation of the alterations in the internal secretions after extirpation 
of the uterus, operative castration, X-ray castration and the normal 
climacteric. H. Kiistner. 

“Vaccine treatment of inflammation of the adnexa. G. Gambarow. 

“Results of prolapse operations. Hanssle. 

*The occurrence and etiology of adenofibromata in laparotomy scars. W. 
Rosenstein. 

*On spontaneous complete retrogression of metastases after chorion- 
epithelioma of the uterus. O. v. Kiittner. 

“Indications for temporary X-ray castration. W. Liittge. 

Vol. Ixxi, Nos. 1 and 2, October, 1925. 

“Twilight sleep (Siegel’s method) in midwifery. H. Fuchs. 

“Does the child help in its delivery? K. Kiistner. 

*Etiology of metritis dessicans. K. Fink. 

*“Uncontrollable epistaxis in pregnancy. H. v. Broich. 

“Atypical rupture of the uterus with special reference to Hoehne’s sign. H. 
Heidler. 

“Tests of the virulence of streptococci. R. Tateyama. 

An infiltrating paravaginal neuroma. P. Bohnen. 

“The present state of knowledge of methods of testing the patency of the 
tubes. v. Ott. 

“Plastic surgery of the tubal orifice, pertubation, and implantation of the 
tubes. F. Unterberger. 

“On the treatment of sterility due to closure of the tubes, by operation on 
the tubal opening. O. Ritter. 

*A contribution to the subject of cystic sarcomata of the uterus and cystic 
retroperitoneal tumours. G. Halter. 

*A melano-sarcoma of the vulva and an angio-fibrotic haematoma of the 
uterus. R. Tauber. 

Vol. Ixxi, Nos. 3 and 4, November, 1925. 

"Incarceration of a retroflexed gravid uterus, complicated by a fatal intoxi- 

cation. G. H. Schneider. 
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*Forceps applied to the breech. A. Hermstein. 

*The treatment of mastitis by Bardenheuer’s incision. L. Seitz. 

“On vaginal bacilli. R. Tateyama. 

*Prophylactic immunization against puerperal streptococcal blood infection. 
N. Louros. 

Metastatic ophthalmia after a febrile abortion. W. Liittge. 

*On mud treatment for chronic inflammatory processes in the female genital 
tract. W. Butomo. : 

*A folding speculum for the painless carrying out of intrauterine manipula- 
tions and vaginal operations. H. Sellheim. 

*On the change of uterine myomata into sarcomata. O. v. Kiittner. 

*An attempt at transplanting the uterus in animals. N. Kakuschkin and 
S. Bykow. 

The treatment of pelvic inflammation with small doses of X-rays. O. Bott. 


Pregnancy and ileus. Stork reports six hitherto unpublished cases of 
obstruction during pregnancy. Intussusception, volvulus, adhesions and 
strangulation over abnormal strands of peritoneum, each accounted for a 
case, but two cases showed no cause except pregnancy. In these two cases 
the emptying of the uterus was immediately followed by the passage of 
flatus and the collapse of the intestine. Stork believes the best treatment 
to be immediate laparotomy to ascertain the cause of the obstruction, 
generally combined with section and emptying of the uterus, as the fcetus 
may suffer from the intoxication, or labour will probably follow shortly, 
while the mother is quite unfit to undergo the strain. 


Axial twisting of the uterus during labour. Bretz describes the case of a 
young primigravida with a rachitic funnel-shaped pelvis, in whom the uterus 
was twisted 180° to the left, apparently on account of a thickened symphysis 
and lumbar kyphosis. Laparotomy and Cvesarean section gave a living 
child, and spontaneous correction took place after delivery of the child. The 
condition should be borne in mind when uterine rupture threatens in the 
absence of abnormalities in the pelvis or fcetus, or of any tumour. 


Observations and experiences of eclampsia. Poten believes eclampsia to be 
primarily due to renal insufficiency, and this in turn to dilation of the 
ureters. He has therefore devised a method of performing a temporary 
ventral suspension of the uterus after delivery to remove any pressure of 
the uterus on the ureters at the pelvic brim. 


Injuries of the uterus in the third stage of labour. Kutter attributes uterine 
lacerations in the third stage of labour either to improper manual removal 
of the placenta, or to violent efforts at expression. In his cases he found a 
thinning of the wall of the fundus, rupture at the tubal angle where the 
placenta had been attached, and twice a pathological condition of the wall 
due to previous disease. He therefore recommends extreme care in (1) ex- 
pression, especially in multiparee with a history of previous gynecological 
or obstetrical troubles, (2) in considering the possibility of a rupture in 
atonic haemorrhage, and (3) a diagnostic examination of the uterus where 
the severity of the patient’s condition is not accounted for by the external 
hemorrhage. 
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Tubal gestation as secordaty abdominal pregnancy. Mann describes a case in 
which the anatomical findings were well preserved. The ovum had become 
embedded in the isthmus, but the placenta remained limited to the tube, 
which had gently given way without symptoms, and allowed the foetus to 
enter the peritoneal cavity. Here the foetus developed, though much 
deformed, until four months, when death occurred, though the condition 


remained unchanged for another 2} months, before symptoms led to 
operation. 


Is blood transfusion useful in extrauterine pregnancy? Hammerschlag does not 
believe that blood transfusion is in any way superior to saline injections in 
the results of treatment for the anzemia of a ruptured ectopic ancien nor 
does he consider it a harmless procedure. 


Tuberculosis of the cervix. Ellerbroek describes a case of tuberculosis of 
the cervix in a woman of 75, who had previously had a ‘‘bronchial catarrh”’ 
and ‘ peritoneal abscess,’ probably both due to the same infection. The 
granulations were successfully removed by curetting. 


ihrush in the vagina and its treatment. Stephan has seen a profuse growth 
of thrush in the vagina of a number of pregnant women. He does not 
believe it to be the cause of the accompanying vaginitis. Puerperal-mor- 
bidity did not follow unless labour occurred before treatment. Washing the 
vagina with 1 per cent. perchloride, drying and then swabbing with boro- 
glyceride gave good results; after three treatments the boroglyceride was 


replaced by granugenol which helped greatly in the regeneration of the 
vaginal epithelium. 


A new form of pessary, and some remarks on the pathological significance of 
retroflexion of the uterus. Rissmann has found a variation of the Hodge 
pessary very useful. He believes a retroflexion almost always produces 
symptoms—pain, haemorrhage, miscarriage, dysmenorrhcea, sterility—due 
to alterations in the pelvic circulation or in nutrition of the uterine mucous 
membrane. 


Homoiotransplantation of the ovaries. Good results have been obtained by 
Harttung in cases of menopausal symptoms after double odphorectomy, by 
introducing thin slices of the ovary of another patient into the left internal 
oblique muscle. The symptoms were relieved, though they recurred a year 
or more later, presumably owing to the fibrosis and resorption of the grafts. 
He believes removal of the ovaries is not always essential in operations for 
uterine carcinoma, and recommends re-introduction of portions of the ovaries 
elsewhere, both to avoid menopausal symptoms, and to remove the grafts 
from the effects of any X-ray treatment given. 


The influence of prolonged anesthesia on the temperature regulation in man 
Reck refers to the loss of heat under anzesthesia, whether due to depression 
of the heat regulating centre, the lowered heat-production of immobility, or 
the increased loss via the dilated skin vessels, and emphasizes the import- 


ance of a heated operation theatre and a well-warmed bed to which to return 
the patient. 


ity. 
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Fistula after vaginal hysterectomy. Following vaginal hysterectomy, Maiss 
has seen vaginal fistule in communication with the ureter, rectum and 
small intestine. In three out of the four ureteral cases, the affected kidney 
atrophied, and so allowed the fistula to heal; this occurred even where the 
ureter had been successfully reimplanted in the bladder. The fourth case 
developed an ascending renal infection with a fatal termination. 


Effect of war nutrition on the female genital function. Scheffzek accounts for 
the increase in such disturbances of function as amenorrhcea, dysmenorrhea, 
sterility, hyperemesis gravidarum, and primary uterine inertia, since the 
war, by the defective war-time nutrition which occurred during develop- 
ment. He suggests vitamine deficiency and disturbances of calcium and 
sodium in the blood as causes, and has had good results from injecting 
calcium, where uncontrollable vomiting occurred during menstruation or 
pregnancy. 


Prophylactic immunisation during pregnancy according to V. Louros, Haertel’s 
results were opposed to the satisfactory ones of Marondi, in that the 
immunized cases showed slightly more sepsis than the unprotected ones. 
He therefore concludes that Louros’ method does not always protect against 
streptococci, may occasionally even be dangerous, and possibly diminishes 
the resistance to other infections. 


Abnormalities of the third stage of labour, especally post-partum hemorrhage. 
Baumm gives a detailed account of the abnormalities in the third stage in 
a series of 7,551 cases, with special reference to their effect on the puerpe- 
rium. His figures show that the dangerous factor in manual explorations 
of the uterus, in cervical tears, etc., is hemorrhage. He believes that 
cervical tears need not be stitched unless bleeding, that the slightest 
retained fragment should be removed at once, and that where over half the 
membranes are retained, they may be safely removed with P. Baumm’s 
special forceps. 


Investigation of the lipoid content of the corpus luteum. Hermstein finds in 
12 corpora lutea that while the total lipoid content remains fairly constant 
at all stages, cholesterin, cholesterin esters and phosphatides predominate 
in the stage of full development, to give place to neutral fats, fatty acids 
and soaps after menstruation. 


Results of attempts to produce painless labour under hypnosis. Delivery during 
hypnotic sleep was achieved in 82.5 per cent. of cases, during partial hyp- 
nosis in 10.5 per cent., while the method failed entirely in 7 per cent. 


Operation for posterior parametritis. Krebs has found a method of intro- 
ducing a piece of omentum into the pouch of Douglas, combined with ventral 
fixation, useful in dealing with cases where a slow parametritis has produced 
contraction of the utero-sacral ligaments and consequent long-standing 
pelvic pain. 


On certain constitutional abnormalities found in eclam: sia. In studying cases 
of eclampsia from 1912 to 1922, Bublitschenko has found :— 

(1) Eclampsia was more frequent in Petrograd during the war and 
especially during the revolution. 
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(2) Certain morphological peculiarities occur in eclamptic women, such 
as short stature, broad pelvis and larger weight than in healthy women. 

(3) Most women develop eclampsia while young. 

(4) Eclampsia does not depend on kidney disease, nor is there any 
parallelism with symptoms occurring during pregnancy. 

(5) Certain disturbances of menstruation are more common than in 
normal women. 

(6) Labour occurs earlier. 

(7) The placenta tends to weigh less, and the membranes to be thickened. 

(8) The foetus generally weighs less in eclampsia. 

Bublitschenko therefore concludes that a predisposition to eclampsia 
exists, which is influenced by external circumstances, diet, etc. The endo- 
crine system is profoundly disturbed in pregnancy, giving rise to increased 
excitability in the sympathetic and autonomic nervous system. 


Increased depth of respiration as a sign of the pre-eclamptic: condition. 
Respiration is deepened in pregnancy and much more in the pre-eclamptic 
condition than normal pregnancy. A rapid increase in depth within several 
days or hours, or a single large measurement is a sure sign of the accumu- 
lation of toxins in the body, and therefore of threatening eclampsia. The 
persistence of the deep breaths and of Biot’s respiration after the fits is a 
sign of continuing intoxication; dyspnoea points to a bad prognosis. 


Increased depth of respiration in hyperemesis gravidarum is a bad prog- 
nostic sign. 


Syphilis and pregnancy. A statistical study of syphilis in pregnancy by 
Matusovszky brings out the importance of supplementing the Wassermann 
reaction by the Sachs-Georgi reaction, though both may occasionally fail. 
The great improvement in the number of living healthy children born after 


treatment is clearly shown; and if proper care is taken, the treatment is 
well borne in pregnancy. 


Forceps delivery and foetal mortality. Ritterhaus concludes that forceps often 
save life and reduce the total foetal mortality. He considers forceps indi- 
cated whenever the second stage lasts more than three hours, and whenever 
the foetal heart-rate is under 100 for a single interval between pains. 


Parametritis due to actinomycosis. Schugt describes a case of actinomy- 
cosis affecting the right parametrium, where the usual free spread of the 
abscesses was checked by X-ray treatment, and though occurred it was 


apparently due to a secondary B. coli infection rather than to the original 
infection. 


On the spread of tumour cells from the uterine cavity through the tubes. 
Vogt has collected several reported cases which support Sampson’s theory 
of the spread of tumour cells from the uterus through the tubes. 


Etiology and prophylaxis of eclampsia. Hochenbichler believes eclampsia 
to be largely an acidosis due to lack of oxygen. He has demonstrated that 
a lowered bicarbonate reserve in the blood is raised after exposure to ultra- 
violet light. He recommends the use of the latter, as a prophylactic 
measure, where cedema, albuminuria, and hyperpyesis are found, and also 
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as treatment when eclampsia has occurred. He believes it should replace 
venesection, though it should be regarded as supplementary to treatment 
by chloral hydrate, etc. 


The growth of hair on the pomum Adami. Galant describes a rare anoma- 
lous growth of hair over the larynx, which was said to be hereditary in a 
woman showing other degenerative signs and a tendency to the masculine 
type. 


Contribution on subcutaneovs emphysema during labour. Oppenheimer describes 
a case in which emphysema occurred, as it most often does, in a healthy 
primigravida with some disproportion between the child and the pelvis, and 
consequently severe pains. He believes direct rupture through an adherent 
pleura to the supra-clavicular region is not very likely, and after considering 
Tendeloo’s work on expiratory strain, he concludes that an interstitial 
emphysema is produced, whence the air travels via the hilum and the 
mediastinum to the neck. 


Spontaneous rupture of the uterus through the scar of a transperitoneal cervical 
Cesarean section for placenta previa. The only special reason Miiller could 
give for the rupture was the fact that the previous Caesarean section was 
performed for placenta praevia and that the suture was therefore near the 
thinned engorged placental site. He therefore puts in a plea for a return 
to Ceesarean section of the body of the uterus, rather than a cervical section 
in cases of placenta preevia. 


On the question of familial icterus gravis neonatorvm. Three cases are de- 
scribed, in which three women lost 14 out of 22 children through icterus 
neonatorum. Interesting points were the large preponderance of male over 
female children, the fact that one woman had previously borne healthy 
children by her first husband, and the marked jaundice of certain cerebral 
nuclei, which is found in no other form of jaundice. 


On the pathogenesis of melera reonatorum. Wieloch’s case of melezena neona- 
torum was attributed to an umbilical infection, as, though there was no 
visible inflammation, organisms were cultured during life from the 
umbilicus, and after death from the umbilical vein. The infection had 
produced a thrombosis in the umbilical and portal veins, and so affected 
the heart and circulation, that the well-known symptom complex of melzna 
neonatorum. 


Isolated tuberculosis of the uterus. In the case of a woman of 48, in whom 
a tuberculous endometritis had caused prolonged haemorrhages, a hyste- 
rectomy and double salpingectomy was rendered necessary by the patient’s 
age and anemic condition, though as a rule Gerich inclines to conservative 
methods of treatment. 


Investigation of the alterations in the internal secretions after extirpation of the 
uterus, operative castration, X-ray castration and the normal climacteric. Riistner 
has made some interesting experiments on the sera of women: (1) after a 
normal climacteric, (2) who have had a hysterectomy before the climacteric, 
(3) in whom ovaries and uterus were removed before the climacteric, and 
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(4) who had been castrated by X-rays before the climacteric. He used 
Liittge and v. Merk’s modification of the Abderhalden reaction with ovarian 
preparations, and found a negative reaction in groups 1, 2 and 3, but a 
positive reaction in group 4, ie, X-ray castration. He deduces that the 
ovarian secretion had ceased in the former groups, but that the internal 
secretory portion of the ovary in group 4 had become more active as the 
follicular activity ceased after X-ray exposure. X-ray castration therefore 
produces a pathological condition and should be used with caution, 
especially in view of the suggested connexion between it and carcinoma of 
the ovary. 


Vaccine treatment of inflammation of the adnexa. Gambatow found little 
difference in results between cases of gonorrhceal salpingitis, treated with 
large and small doses of gonococcal vaccine. He therefore considers large 
doses, over 500 million, unnecessary, and productive of avoidable unpleasant 
symptoms. He believes the action to be a specific one. 


Results of prolapse operations. Ganssle uses a colpoperineorrhaphy only, 
for all degrees of prolapse, and ignores the position of the uterus, and his 
results have been satisfactory, 90.7 per cent. being fit for work after opera- 
tion. Where labour has occurred in these cases later, he usually applies 
forceps after rotation of the head, cuts down the perineum along the old 
sears and then re-sutures this immediately. 


The occurrence and etiology of adenofibromata in laparotomy sears. Rosenstein 
believes these small tumours to be derived from displaced particles of 
uterine mucous membrane, as in the majority of cases they have occurred 
after ventral fixation or other operation on the uterus. 


On spontaneous complete retrogression of metastases after chorionevithelioma of 
the uterus. Von K6ttner describes a case which was considered too far 
advanced at the operation to do more than remove as much as possible of 
the tumour from the right parametrium, as metastases had occurred in the 
sacrum. Yet the patient was later repofted completely healed and well. 


Indications for temporary X-ray castration. Liittge considers that X-ray 
castration and X-ray stimulation of the ovaries should be used with the 
utmost caution in the present state of knowledge as to technique and 
dosage, but that when the latter is more advanced the treatment will be of 
far-reaching benefit. 


Twilight sleep (Siegel's method) in midwifery. Fuchs has had good results 
in 135 private nursing home cases. He considers the treatment contra- 
indicated in cases where the child is at all likely to be under a disadvantage 

from prematurity, disproportion, weak heart sounds, etc. He has a vety 
low fceetal mortality, .7 per cent., which he attributes partly to the slight 
depressant action preventing premature respiration in utero, and partly to 
the extreme care with which the foetal heart sounds are observed. Total 
amnesia was obtained in 75.5 per cent. of cases with few unpleasant after 
effects. Excitement occurred in about 22 per cent. The only action of the 
drugs on the course of labour is that of making voluntary efforts in the 
second stage impossible, so that a high percentage of forceps cases occur. 
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Does the child help in its delivery? Kiistner has observed certain move- 
ments of the foetal head between labour pains, and immediately after birth, 
which he considers helpful to delivery. He divides them into two : (1) slight 
turning movements to decrease the pressure on the head, and (2) reflex 
contractions of the lateral neck muscles towards the side which is put 
under tension during a pain. He points out the relatively high develop- 
ment of the neck muscles of the new-born. Such movements are not shown 
in other than vertex presentations. 


Etiology of metritis dessicans. Fink classifies cases as due to infections 
(a) where the leucocyte wall has been broken through and then re-formed, 
(b) where attempts at criminal abortion have led to a small infected per- 
foration of the uterus, (c) where an infected thrombus has led to death of 
the uterine wall around, and (d) where the separation of a portion is due to 
mechanical pressure from abscesses in the uterine wall. 


Uncontrollable epistaxis in pregnancy. Epistaxis may occur in healthy 
patients in pregnancy, but a severe case is described by v. Broich, in which 
a chronic deficiency of platelets and consequent haemorrhagic tendency were 
complicated by pregnancy. The patient’s sisters showed the latent stage 
of the disease. Contrary to modern thought, the so-called ‘‘ biological test 
transfusion ” of 1o—20 cc. of blood is dangerous, as the patient died three 
hours after the transfusion of 15 cc. citrated blood from the husband. 


Atypical rupture of the uterus, with special reference to Hoehne’s sign. Heidler 
points out that the symptomatology of rupture of the uterus can be very 
atypical. All stages occur from almost complete absence of symptoms, to 
slight symptoms (two cases are described), and to the classical cases. The 
effect on the pains is not characteristic; they may continue, or complete 
sudden cessation of pains may occur with an intact uterus. Hoehne’s sign 
—the absence of uterine contractions after intravenous injection of pitui- 
trin—is only of value in diverticular pregnancy ; ir atypical rupture of the 
uterus’ it is only occasionally found. Early operation may save many 
lives, and whenever any suspicion of uterine rupture arises, an internal 
examination should be made, and this may be the only means of making 
an accurate diagnosis. 


Tests of the virulence of streptococci. Tateyama concludes that (1) phago- 
cytosis in vitro does not mean digestion of the streptococci, (2) blood, whole 
or in part, is always a good medium for streptococci in vitro, (3) the strep- 
tococci are under different conditions in the vaginal secretion used in Ruge’s 
test and in culture ; for this reason the test will probably be useful clinically. 


The present state of knowledge of methods of testing the patency of the tubes. 
Relieving Rubin’s method of blowing air through the tubes to determine 
their patency to be unreliable and dangerous, v. Ott has devised a harmless 
method of injecting carbon particles in a bland sterile fluid into the peri- 
toneum, and watching for their reappearance in the cervix. A positive 
result was obtained in four out of six cases; in the other two cases lyco- 
podium powder was used unsuccessfully. Von Ott points out that patent 
tubes do not contraindicate a laparotomy for sterility, as this may depend 
on diseased ovaries, 


/ 
% 
{ > 


836 Journal of Obstetrics and Gynecology 


Plastic surgery of the tubal orifice, pertubation and implantation of the tubes. 
Unterberger has achieved pregnancy in 8.77 per cent. of cases after a plastic 
operation on the tubal ostium. He believed Rubin’s method to be of great 
value, and the danger of air and embolism greatly exaggerated; he uses 
the test before and after tubal implantation. He considers the latter opera- 
tion justifiable where the patient earnestly desires a child, but that the 
method should be used with care and caution. He has been successful in 
obtaining a pregnancy in one out of three cases, though a second case 
showed a patent tube later by Rubin’s method. 


On the treatment of sterility due to closure of the tubes, by operation on the 
tubal opening. Although Ritter has only obtained a pregnancy in 9 per cent. 
of his cases by salpingostomy, he believes the operation to be worth trying. 
In a number of cases other factors than impervious tubes underlay the 
sterility. Unfortunately the patients showed a marked tendency to abort. 


A contribution to the subject of cystic sarcomata of the uterus and cystic retro- 
peritoreal tumours. Halter gives a detailed and critical account of a large 
bilateral cystic sarcoma attached to the uterus and associated with bilateral 
retroperitoneal cysts of similar structure. He does not believe the latter to 
be metastatic, but rather that both new growths arise from displaced 
embryonal cells. 


A melanosarcoma of the vulva and an angiofibrotic hematoma of the uterus. 
The first tumour overlapped the urethra and was successfully removed, and 
the case showed no metastases six months later. The second case—a rare 
form of growth is interesting as showing a malformation half-way between 
normal tissue structure and true tumour formation. 


Incarceration of a retroflexed gravid uterus complicated by a fatal intoxication. 
The pressure of the pregnant uterus led to a profound disturbance of the 
bladder mucous membrane, already damaged by old cystitis, and such a 
high degree of back pressure that the non-protein nitrogen of the blood rose 
to 201 mgm. per 100cc. Simultaneously there was marked liver damage 
with increased bilirubin in the blood and albuminoid degeneration of the 
liver cells. These facts and the apyrexial comatose condition point to 
intoxication as the cause of death. 


Forceps applied to the breech. Delay of the hips in a breech presentation 
in the transverse diameter of the pelvis is a malpresentation analogous to 
the transverse position of the vertex. Treatment should be directed not 
only to extraction, but also to correction of this presentation by rotation. 
The instruments in use up to the present are not designed for this purpose, 
but Kielland’s forceps have been found very useful in achieving this correc- 
tion and so leading to delivery. 


The treatment of mastitis by Bardenheuer’s incision. Seitz recommends Bar- 
denheuer’s incision especially for three types of breast abscess, the recurrent 
multiple abscess, the diffuse phlegmonous type, and the retro-mammary. 
The incision is a semilunar one below the breast, which avoids damaging 
the ducts, and the future use and symmetry of the breast. 
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On vaginal bacilli. Tateyama has had the following results in investi- 
gating the vaginal flora in 500 cases :-— 

(1) B. vaginee occur in large numbers or in pure culture in go per cent. 
of healthy women in the first two months of pregnancy. 

(2) The bacilli decrease as the pregnancy advances, till at term they are 
entirely replaced by other organisms. 

(3) Disease of the genital tract is never accompanied by pure growth of 
B. vaginee. 

(4) The B. vaginze find the vagina a suitable nidus with the onset of 
pregnancy. 

(5) Menstruation has little effect on the organisms. 

(6) Amenorrhcea apart from pregnancy leads to contamination with 
other organisms. 

He concludes that if these results are true, where the B. vaginze is found 
alone, pregnancy should be considered, especially where there is any 
amenorrhcea. The B. vaginze may also help in the differential diagnosis of 


extra-uterine pregnancy and tumours of the adnexa, and of appendicitis 
and salpingitis. 


Prophylactic immunisation against puerperal streptococcal blood infection. 
Louros sums up his more recent results on immunization by stating that 
they confirm his earlier findings. Of 682 cases immunized sufficiently early 
he has lost no case from a blood injection, and in three cases where the 
blood was infected by virulent streptococci, and which showed most 
dangerous clinical symptoms, he observed that the organisms were killed, 
after immunization, by the blood, in which they had been virulent. This 
effect does not extend to the tissues so that in spite of the immunization 
a tissue infection may occur, and even be fatal. The immunization will not 
protect against this local infection or against peritonitis. 


On mud treatment for chronic inflammatory processes in the female genital tract. 
Bxtorno gives the following results of his experience in this form of treat- 
ment :— 

(1) To achieve a curative effect in chronic inflammatory diseases of the 
female genital tract, it is essential the mud treatment should produce a 
local reaction. 

(2) The intensity of this reaction varies with the part of the pelvic 
organs involved. 

(3) In disease of the adnexa (without pyosalpinx) the reaction is minimal, 
but should be even and of some duration. In infiltration and scarring of 
the pelvis a good result can only be obtained by a stormy reaction. 

(4) The average length of the cure is six weeks. 


\ folding speculum for the painless carrying out of intrauterine manipulations and 
~ inal operations. Sellheim describes a new form of vaginal speculum with 
long narrow blades, which are opened after introduction. 


On the change of uterine myomata into sarcomata. In describing a case of 
sarcomatous degeneration of a fibroid in a woman of 54, v. Kiittner reports 
that he met this change less in Germany than in Russia, where women 
come for treatment for myomata very much later. Many apparently benign 
tumours show commencing malignant change in their centres, and this 
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inclines von Kiittner to operate more and use X-ray treatment less than is 
often done nowadays. 


An attempt at transplanting the uterus in animals. The unsuitability of the 
animal chosen—the sheep—is probably partly accountable for the lack of 
success in the two cases reported. 


The treatment of pelvic inflammation with small doses of X-rays. Bott has not 
been able to confirm Heidenhain and Fried’s good results, as X-ray 
treatment had no effect in shortening the period of illness in acute and 
chronic inflammation of the adnexa. Only several cases of parametritis 
appeared to form pus more rapidly and so permit of earlier incision and 
healing. DorotHy N. L. LEVERKUS. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
SECTION OF OBSTETRICS AND GYNA:COLOGY. 


Meeting held November 5, 1925. 
The President, Mr. T. G. STEVENS, F.R.C.S., in the chair. 

Specimens were shown by Mr. T. G. STEVENS (President) : “‘ Fibromyoma 
of the Uterus,’ weighing 47 lbs. 5 0z., removed from a woman aged 59 
(See page 72c¢ in this number of the Journal.) 

Mr. Stevens also showed a specimen of a *“ Large cystic tumour of the 
liver simulating an ovarian cyst.” See p. 731 in this number of the Journal. 

Mr. W. McK. H. McCui.aGH said that a specimen had been shown by 
him to the Society in January last, with the kind permission of Dr. C. H. 
Roberts, whose case it was. The tumour had a similar appearance and 
‘connexions at the exploratory laparotomy and was found afterwards to be 
a columnar-celled carcinoma arising from the gall bladder. The patient 
was 57 years of age and had been sent to hospital as a case of twisted or 
malignant ovarian cyst. 

Dr. R. DONALDSON said that he was specially interested in the tumour 
shown by the President as, only a few days ago, he (Dr. Donaldson) had 
received for examination a tumour of similar appearance. This tumour, 
about the size of two fists, had been removed at operation by Mr. Ivor Back 
who found it attached by a thin short pedicle to the greater curvature of 
‘the stomach. There were no adhesions. Dr. Donaldson suggested that the 
tumour shown by the President might be that rare form of tumour, a 
‘myosarcoma, which had originated in the stomach and become detached 
therefrom after having become adherent to omentum and liver, thereby 
receiving a sufficient blood-supply for its continued growth. 

Mr. DonaLD W. Roy and Dr. ROBERT DONALDSON tread a short commu- 
nication on a case of 

EARLY ENDOMETRIOMA OF THE FALLOPIAN TUBE, 
discovered in the course of the operation of subtotal hysterectomy for fibro- 
myomata of the uterus, of which the following is an abstract. The naked 
eye appearance of the condition resembled a deposit of highly vascular 
granulations on the fimbriated extremity and the peritoneum in its neigh- 
‘bourhood. 

The largest mass of granulation-like tissue was on the right infundibulo 
pelvic ligament, where a portion the size of a cherry-stone was left behind, 
owing to ignorance at the time of the operation of its true nature. The 
whole collection cf abnormal tissue covered an area of a diameter of only 
half an inch. The miscroscopical sections showed it to have the structure 
of endometrium in the premenstrual phase with well-formed glands and 
stroma and much blood extravasation. It was arranged in irregular masses 
on the fimbrize and only invaded the tube wall to a slight extent. 

In the absence of any similar condition elsewhere in the pelvis and in 
‘view of the distribution and arrangement of the endometrial tissue, it was 
M 


. 
839 
: 
le 
“a 
\ 


840 Journal of Obstetrics and Gynecology 


considered to be strongly suggestive that the condition was the result of an 
implantation of endometrium that had passed out of the tube. The origin 
of the endometrium was presuined to be from the uterus, though the com- 
plete proof from the presence of endometrium within the lumen of the tube 
was lacking. Pictures of the appearance of the tube as seen at the operation 
and of sections showing : (1) the general distribution of endometrial tissue 
about the tube, and (2) the appearance of a typical mass of endometrium 
lying over normal fimbrice, under the low power, were shown by the 
epidiascope. Many microscopical sections of the tube were also shown. 

Dr. WILFRED SHAW read a short communication on the 

ORIGIN OF THE LUTEIN CELLS OF THE CORPUS LUTEUM. 
See page 679 in this number of the Journal. 

Mr, Victor BONNEY read a paper entitled, 

MYOMECTOMY AS THE TREATMENT OF ELECTION FOR UTERINE FIBROIDS. 
in which he contended that conservation of the uterus should be the ideal 
achievement to be aimed at by the surgeon whenever the uterus, apart from 
the fibroids, was reasonably healthy. He reported a new series of 125 
consecutive myomectomies which he had performed in the last three years. 
A single tumour was removed from the uterus in 47 of these cases, whilst 
in the remaining 73 the tumours removed were multiple, the greatest 
number enucleated at one operation being 80. The successful removal of 
so large a number was rendered possible by the use of the clamp invented 
by him which, when applied over the lower uterine segment, simultaneously 
compressed both uterine arteries, so that if the ovarian vessels were com- 
pressed by ring forceps, the operation became practically bloodless. This 
Was an immense gain, for it rendered many myomectomies possible which 
previously were impossible. In applying the clamp it was important to 
see that both round ligaments, as well as the lower uterine segment, were 
included in its grasp. He referred to the paper on Myomectomy, which he 
read before the Section three years ago, and recalled the various points in 
the general technique of the operation then described. 

In the new series of 120 myomectomies he had had three deaths, and in 
lis first series of 100 cases two deaths, so that the operative mortality for 
the 220 operations was 2.09 per cent. The difficulties of the operation as 
practised on a wholesale scale would be largely circumvented or done away 
with by the experience accruing from increasingly widespread adoption. 

It has been objected that new fibroids would probably develop subse- 
quent to the operation, This he had no hesitation in calling an unsub- 
stantial bogey. It had also been objected that menorrhagia might persist 
in spite of the removal of the tumours, but this was equally untenable. 
He had never yet had to re-operate on any of his patients for continuance 
or re-appearance of excessive bleeding. It had been argued that the uterus 
trom which a number of fibroids had been removed would be functionally 
useless. This also proved to be fantastic. A number of the women on 
whom he had operated had subsequently conceived, and the idea that the 
conserved organ would probably be an incubus to its possessor could be 
dismissed, He illustrated the beneficent possibilities of the operation by 
recording various cases in which, in spite of a large number of tumours, or 
tumours dithcultly placed, he had been able to send the patient home not 
only cured but whole and normal. This was an enormous improvement 
compared with hysterectomy, in which the removal of the tumours was 
paid for by the loss of an organ which had other uses to its possessor besides 
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that of child-bearing. The removal of the uterus inflicted on most women 
a deep hurt to sentiment. The ideal of all treatment should be, not merely 
to remove disease, but to leave the patient normal, and any method which 
failed to achieve this end was obviously merely a second best. It was now 
possible in practically every case of fibroids to conserve the uterus and 
myomectomy should, therefore, be regarded as the treatment of election for 
these tumours. He hoped to see the time when every surgeon called upon 
to operate for that condition would enter upon his task with that conception 
in the forefront of his mind. : 


DISCUSSION ON MR. BONNEY’S PAPER. 


Mr. ARTHUR GILES said that he had listened with great interest to Mr. 
Bonney’s paper. They all knew Mr. Bonney was a pioneer of intensive 
myomectomy. With a great deal of what had been said he was in hearty 
agreement, for he felt convinced that myomectomy was a valuable operation, 
and that it was probably not made use of as often as it might be. He had 
always been greatly interested in the operation, which he had first per- 
formed as far back as 1899, and had so far done 203 myomectomies with 
three deaths. He differed from Mr. Bonney mainly with regard to the scope 
of the operation, and considered that it was seldom advisable in patients 
over 40 years of age. For in his opinion the principal object of the 
operation was to preserve the uterus for the purpose of child-bearing, and 
when this was virtually out of the question, the raison d’etre of the operation 
was gone. It could be admitted that the uterus had some action in the 
direction of influence over the ovaries; but after the age of 4o this was 
unimportant. His limitation of the scope of myomectomy was based on 
several considerations; first, the question of mortality. Mr. Bonney 
recorded five deaths in 220 cases, a mortality of 2.2 per cent., and said that 
the mortality of hysterectomy was 2.5 per cent. He could not agree to such 
a high figure for hysterectomy ; reference to his notes showed that in his 
last 1,000 hysterectomies for benign conditions there were six deaths, a 
mortality of 0.6 per cent. 

Then there was the question of recurrence. Certainly, if every seedling 
fibroid was removed during a myomectomy the chance of recurrence was 
very small; but to ensure this would mean going over the uterus with a 
smal] tooth-comb, or cutting it in serial sections; and though Mr. Bonney 
might have no records of recurrence it was quite possible that he would 
meet with some when more time had elapsed. He felt strongly, therefore, 
that when child-bearing was out of the question, hysterectomy was the 
better operation. He was much interested ii myomectomy during preg- 
nancy : he had done 18 cases; one miscarried, but the others went on to 
term. In one case that went to te:m he removed to fibroids. He had never 
had occasion, however, to remove the pregnancy as well as the fibroids; the 
whole object of the operation was to preserve the pregnancy, and conse- 
quently, if there was any likelihood that the operation would entail the 
sacrifice of the foetus he would prefer to wait and do a Cesarean section 
at term, dealing with the fibroids at the same time. 

Mr. Gorpon LUKER remarked on the importance of the conservative 
treatment of fibroids during pregnancy; rest and sedatives were nearly 
always effective in relieving symptoms. Operative treatment was but 
rarely indicated owing to the risk of sacrificing the pregnancy, as actually 
happened in one of Mr, Bonney’s cases, 
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The PRESIDENT confirmed and augmented the previous speaker’s remarks 
on conservative treatment during pregnancy. 

Lady Barrett said she agreed with the great importance of doing 
myomectomy instead of hysterectomy when a healthy uterus could be 
conserved. She did not understand, however, why it should be necessary 
to interfere with an existing pregnancy when myomectomy was required. 
The removal of numberless seedling myomata seemed an unnecessary 
prolongation of the operation, for she had found in seeking for miscroscopic 
myomata that they were found more commonly in uteri containing multiple 
seedling tumours—especially in women of 30—36 years of age, and these 
presumably would grow later. 

Mr. Victor Bonney, in reply, said, in spite of many fortunate runs of 
luck, the general operative mortality of hysterectomy in hospitals did not 
differ much from that he had recorded for myomectomy. As _ regards 
pregnancy complicated by fibroids, he agreed that only a proportion of 
these cases required operating on, and of these it was possible in a good 
many to remove the fibroids and leave the pregnancy. When, however, a 
large number of tumours were present, or when the tumour was unfavour- 
ably situated, it was absolutely necessary to remove the pregnancy with the 
tumours. He deprecated exceedingly the harsh view that the uterus was 
merely of use for child-bearing. Anyone who said so had no knowledge of 
women as women, but merely as cases. 


At the meeting of this Section held on October 1, 1925, the President, 

Mr. T. G. STEVENS, in the chair, a paper was read by Dr. I. C. Rustin, M.D., 

F.A.C.S., of New York, on the 

DIAGNOSTIC VALUE AND THERAPEUTIC APPLICATION OF PERUTERINE INSUFFLATION 
OF THE FALLOPIAN TUBES IN CASES OF STERILITY. 

He said that peruterine tubal insufflation was devised for the specific 
purpose of determining the patency of the Fallopian tubes. In order to 
answer this question in cases of sterility, before this method was available, 
one was obliged to resort to exploratory laparotomy. For, in the majority 
of instances normal tubes are not palpable per vaginam and diseased tubes 
are so often implicated with diseased ovaries that they are indistinguishable 
by vaginal touch. In many cases where the tubal factor was not ascer- 
tained, operative procedures to relieve sterility could not but fail of their 
object. Attempts to arrive at a non-operative method to determine tubal 
patency were begun by him in 1914 by experiments on animals. Collargol 
was injected into the uterus and through it into the tubes. Roentgeno- 
grams were then made and the shadowgraphs of the uterus and tubes were 
studied. It was soon seen that outlines of the tube lumen could be demon- 
strated. 

In gas, instead of the opaque solutions there was at once found the long- 
sought simple means to determine patency of the tubes. As it developed 
later, it also proved of diagnostic aid in determining non-patency. The 
method of peruterine tubal insufflation, or tubal perflation via the uterus, 
was begun in November, 1919, at Mount Sinai Hospital, New York. The 
first clinical application was crude but effective. Oxygen was allowed to 
pass into the peritoneal cavity of a patient who came to the clinic for the 
relief of sterility. The abdomen was observed closely until it was seen to 
rise; the patient complained of distension and epigastric pain and, when 
she stood up, experienced severe pain in the shoulders and in the diaphrag- 
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matic region. The X-ray plates showed very beautifully a general pneumo- 
peritoneum. The quantity of the gas introduced into the peritoneal cavity 
of this first patient was estimated at about two litres. From this first 
experiment were at once learned the necessity for :— 

(1) Reducing the amount of gas injected. 

(2) Some manometric control. 

(3) Some means of measuring the volume of gas to be insufflated. 

Accordingly, there were adapted the siphon volumeter and a mercury 
or spring-type manometer. It was soon found that a diminutive pneumo- 
peritoneum was as easily demonstrable under the diaphragm (subphrenic 
pneumo-peritoneum) by fluroscopy as the large-sized pneumo-peritoneum 
by the X-ray plate. This was a definite improvement because of its clinical 
applicability in ambulatory cases. Another change was made by substi- 
tuting CO, for oxygen. Carbon dioxide gas is very rapidly absorbed from 
the peritoneal cavity. When the amount used is 150 cc. or less, phrenic 
irritation and shoulder pains are but momentary. By combining these 
factors, peruterine tubal insufflation became an office procedure. The test 
required one or two minutes to carry out completely and within five to ten 
minutes the patient was ready to leave the office and able to go about her 
affairs. 

After describing the apparatus and technique employed, Dr. Rubin 
proceeded to explain the 


INTERPRETATION OF DATA. 


(1) Normal Tubes.—The mercury rises to 40, 60, 80 or even 100 min., and 
drops to to 40 points, fluctuating several times until the cannula is with- 
drawn. Usually the patient complains of slight pain referable to the 
uterus, which are sometimes described as similar to “‘ unwell pains.”? Pain 
on the side was seldom experienced. The fluctuations in pressure are due 
to tubal peristalsis. 

(2) Closed Tubes.—If one tube is closed or stenosed and the other 
normally open, the patient will complain of pain on the side of the tubal 
obstruction. Tf both tubes are stenosed or closed the pain is bilateral. This 
pin is due to distension of the tubes proximal to the point of obstruction 
and is present whenever the latter is situated at any point beyond the 
isthmus. When the manometer rises to 200 mmhg. and uterine colic or 
midline pain referable to the supra-symphyseal area is complained of but 
no pain on either side, the closure is located at the intramural portion of 
the tubes or very near the isthmus of each side. 

Evidences of Tube Spasm. The high pressure required to overcome an 
oreenic obstruction or stenosis may be distinguished from that due to a 
tube spasm. 

Contraindications and Dangers—-There must be no evidence of pelvic or 
genital suppuration, no pelvic tenderness, no inflammatory masses, no 
fever; nor must the patient be menstruating or bleeding from other causes 
it the time of insufflation. She must not be a patient who is suffering from 
serious cardiac, renal, pulmonary or great general metabolic disturbances. 
The dangers incidental to the method are practically almost negligible 
where the procedure is correctly carried out. Where the test has been used 
most extensively, in cases aggregating thousands, no untoward results 
have been noted. 

The only possible untoward effects might arise in those infrequent 
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instances of chronic tubal suppuration where the fimbriated end is still 
patent, when the pus was usually innocuous. 


THERAPEUTIC APPLICATION OF PERUTERINE TUBAL INSUFFLATION. 


From the very outset the method was obviously one that might have 
therapeutic as well as diagnostic value, but it was not until this past May 
that he was able to report at the meeting of the New York State Medical 
Association upon 95 cases of pregnancies out of a series of 1,000 consecutive 
insufflations. His chief interest until then was focussed upon developing 
peruterine tubal insufflation as a diagnostic procedure. 

In his series of a thousand consecutive private patients seeking relief 
from sterility, 95 became pregnant following tubal perflation. These 
patients reported this fact voluntarily, no systematic questionnaire having 
been sent out. As no complete survey of this series has been made, the 
future may show the proportion of successful cases to be greater than 9.5 per 
cent. There could be no doubt in his opinion that introducing gas through 
the uterus and tubes into the peritoneal cavity helped certain women to 
conceive, and the literature contains definite statements in this respect. 
In November 1923, he sent out questionnaires to individual operators and 
clinics using the ‘“ transuterine’’ insufflation apparatus made by E. 
Machlett and Son, according to his design. Fifty-eight replies were 
received, 35 of which contained more or less complete data and 23 gave 
scanty data because the method had been but too recently used by the 
respondents. Of the 35 returned questionnaires containing data, 24 gave 
figures with respect to pregnancy following transuterine tubal insufflation. 
There were 52 pregnancies out of a total of 763 patients treated for sterility 
by the method of uterine insufflation. 

These reports are but a few from the published and unpublished records 
which by now must have reached a substantial number. From them alone 
several conclusions may be drawn as to the therapeutic value of peruterine 
tubal insufflation. The cases are properly chosen and serve to illustrate 
the type that may be benefited by the insufflation. The greater number of 
the women were married four or more years and the sterility must in all 
probability have been due to some obstruction in the tubes because of the 
initial high pressure. 

Particularly might the test be said to be of therapeutic value when a 
woman, sterile for a period of five years or more, became pregnant the 
month following a peruterine insufflation. This therapeutic result may also 
be ascribed to the test even though two months elapses before pregnancy 
ensues. If other measures had been tried without avail the insufflation 
procedure may be presumed to have exercised a therapeutic effect. When 
the maximum pressure is not in excess of 100 mm. Hg. and pregnancy soon 
follows it may be a mere coincidence. The procedure, as would be discussed 
later, might alter uterine conditions in such a manner as to account for the 
relief of the sterility. 


SUMMARY OF PREGNANT CASES FOLLOWING PERUTERINE INSUFFLATION, 


In the 101 pregnancies occurring in his series, 21 had been married 
between five and fifteen years. In 18 cases the marriage was of between 
three and five years’ duration, and 61 had been married between one and 
three years. Two were married less than one year. One was a nulliparous 
woman 4o years old, married three months; and the other a woman of 19 
married six months. In each case there was a sufficiently important reason 
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to make them seek advice concerning their infertility. If one applied rigid 
critique in the analysis of these cases it would have to be admitted that the 
18 women who became pregnant after a period of nulliparity of five years 
ot more wete aided by peruterine insufflation. Until more data accumulate 
the five-year limit of nulliparity may serve as a criterion. 

Dr. Rubin then asked the following question: How does Peruterine 
Insufjlation aid the Sterile Woman? and gave the following answers :— 

(1) By establishing patency of the genital tract from the external os to 
the abdominal opening of the Fallopian tubes. 

(2) By the expulsion of the mucous plug not visible at the external os 
but occupying the deeper portion of the cervical canal. 

(3) By straightening out tortuous tubes, especially of the infantile type, 
by dislodging a mucous inspissation from a narrow to a wider portion of 
the tube, by actually separating adhesions at the fimbriated end in cases 
requiring 150 to 200 mm. Hg. or more, a way is opened for the descending 
ovum to meet the ascending spermatozoa. 

(4) By the psychic impression which peruterine insufflation makes on 
the patient. 

Dr. Rubin tabulated a list of 

INDICATIONS FOR PERUTERINE INSUFFLATION, 
which included :— 

(1) Primary sterility. 

(2) Primary sterility in which the patient is known to have passed 
through a gonorrhceal pelvic infection. 

(3) Sterility following a pelvic exudate or abscess complicating a puer- 
perium or abortion. 

(4) Primary sterility in which the patient has had peritonitis of appen- 
dicular origin. 

(5) One-child sterility without the definite history of pelvic infection. 

(6) After one whole tube and part of another have been removed for 
hydrosalpinx or pyosalpinx (conservative surgery); and as a therapeutic 
measure to eliminate the tubal factor in sterility. 

The causes of sterility were too often obscure. It appeared that at least 
the mechanical factor of patency should be possible of determination in 
most cases. The method of inflating the uterus with carbon dioxide gas 
with the production of an artificial pneumo-peritoneum obviates the 
necessity of surgical exploration and is especially serviceable in the obscure 
cases. 

Numerous illustrative cases were mentioned and in the discussion that 
followed Dr. EDEN said that he had been interested in the question of test 
for patency of the tubes, and had in a number of cases used the apparatus 
introduced into this country by Currier. He had employed it solely 
as a method of diagnosis, and he did not know that therapeutic effects 
were claimed for it, until listening to Dr. Rubin’s paper. He thought that 
an extensive use of the apparatus by a number of different observers should 
be made before accepting the view that the passage of gas through the 
uterus and tubes could clear away inorganic obstructions which were the 
cause of sterility. At the same time, we know so little of the causes of 
sterility that a simple method of treatment such as insufflation would be 
heartily welcomed if experience should prove that it was efficacious. He 
agreed with the author of the paper in the view that a complete block could 
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be registered by this instrument even when the tubes were patent. He had 
recently had two such cases, both having been operated upon immediately 
alter the test was made. In one case the block was apparently due to 
kinking of the tube from retroversion, in the other the only morbid condi- 
tion found was a small interstitial fibroid in the fundus which may have so 
distorted the uterine cavity as to prevent the gas from entering the tubes 
even under considerable pressure. 

Mr. Forspikk said that inflation of the uterus and tubes had become 
routine in the diagnostic investigation of sterility in the female, and the 
question at issue was which was the best technique. Dr. Rubin, with some 
justification, considered that his apparatus was the best, condemning the 
syringe and bulb methods on account of possible fallacies due to a faulty 
bulb or leaking valve; these objections must be brushed aside, for it must 
be assumed that an investigator would only use apparatus which gave him 
constant and reliable results. Mr. Forsdike had been using the bulb method 
for some time and found it sufficiently reliable to justify him in continuing 
with it, considering its simplicity. In approximately 5 per cent. of cases air 
failed to pass through the tubes where it was found that they were patent 
on subsequent examination with lipiodol. One case was worthy of men- 
tion: «a woman with a completely retroverted uterus; on opening the 
abdomen the uterus was lying turned back in the pouch of Douglas. The 
uterine tube, with bulb attached, had been previously introduced. Inflation 
up to 200 11m, mercury filled the uterus, but no air passed through the 
tubes ; on lifting the uterus forward into the anteverted position air passed 
freely through one tube. 

The gicatest drawback to Dr. Rubin’s method was that he relied upon 
the X-ray diagnosis of pneumo-peritoneum : in the speaker’s method, where 
the patient was in the ‘Trendelenberg position, and the vagina filled with 
saline to indicate any escape of air, the pubic area formed the dome of the 
abdomen and the diagnosis was established by auscultation over the 
abdominal ostia where the air bubbles could be heard escaping, and percus- 
sion over the supra-pubic area where an increasing area of tympanites 
proved the pneumo-peritoneum. 

A further point he wished to make was that inflation alone was insuffi- 
cient, and it was necessary to carry the investigation further by means of 
opaque bodies, for if inflation was negative nothing was known as to the 
site of obstruction, and this knowledge was essential to the ultimate decision 
whether an abdominal operation was justifiable. Most surgeons would 
agree that any operation upon the proximal end of the tube with the object 
of restoring the luinen was doomed to failure, whereas there was some 
prospect of success if the fimbrice only required unfolding and the ovary 
placed in the lumen. The opaque body he had used was lipiodol, and this 
only alter experimenting upon a series of cats to ascertain whether it had 
any ill-effect upon the peritoneum or the epithelium of the tubes. In no 
case was any adverse effect produced either macro- or microscopically, and 
this had been borne out in his subsequent work on the female. Dr. Rubin 
disdained the investigation by opaque bodies on the score that he was able 
to decide the seat of obstruction by the area in which the patient complains 
of pain, i.c., centrally or laterally ; the speaker hoped that Dr. Rubin would 
correct this impression by trying a series of cases with opaque bodies. 

Mr. Victor BONNEY said that he desired to pay the sincerest tribute to 
Dr. Rubin’s work, which constituted one of the biggest advances in gyne- 
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cology of recent years. He had described the apparatus he himself had 
been using in one of the medical journals (Lancet, November 22, 1924), 
which was simpler than that devised by Dr. Rubin, and in that regard had 
an advantage. That it was efficient he had proved on many occasious by 
opening the abdomen with the inflator in situ. One of the most important 
things that inflation had taught us was the futility of a large proportion of 
the salpingostomies performed before Rubin’s discovery. He was perfectly 
certain in his own practice that in nine out of ten cases the tubes had 
remained blocked at the uterine end of the tube in spite of the new 
abdominal ostium. A new set of statistics would have to be prepared 
dealing with the cases operated on since inflation was practised as part of 
the operation. He was interested to hear that Dr. Rubin had found what 
he had found, namely, that retroflexion in certain cases caused tubal occlu- 
sion by kinkage. 

In regard to carrying out inflation in the consulting room he doubted 
very much whether in this country it would ever come into vogue. The 
majority of women here would not submit to any operative procedure 
without an anzsthetic and, moreover, it increased the danger, as Dr. Rubin 
had pointed out, of the proceeding being carried out by relatively unskilled 
practitioners amidst unfavourable surroundings. He had heard that very 
afternoon of a patient whose tubes he inflated fourteen months ago and, 
finding them closed, restored their patency by an abdominal operation, with 
the result that she was now four months’ pregnant. This lady owed her 
happiness to Dr. Rubin. 

Mr. ALECK BOURNE said that he had listened to Dr. Rubin’s paper with 
very great interest. He had been using the form of apparatus which was 
demonstrated to the Gynzecological Section of the British Medical Associa- 
tion at Portsmouth in 1923 by Dr. Gilman Currier, and had been very 
pleased with the results obtained therefrom. 

He would like to ask Dr. Rubin if it was necessary to obtain proof of 
the entrance of gas into the peritoneal cavity by X-ray examination, or was 
it not sufficient to watch the gas pass into the uterus from the volumeter, 
and corroborate this evidence by stethoscopic indications heard over the 
hypogastrium. 

It seems that in routine practice the use of X-rays is a serious disad- 
vantage, and if proof of successful insufflation cin be obtained by simpler 
means than radiography, the use of the apparatus has a much wider scope. 

Mr. Bourne asked further whether there was any difficulty in preventing 
back leakage around the rubber acorn in cases of liceration of the cervix ? 
It appeared that the unevenness of the cervical circumference might easily 
give rise to defects in close co-action of the rubber acorn and external os. 


ROYAL, SOCIETY OF MEDICINE. 
SECTION OF THERAPEUTICS AND PHARMACOLOGY. 

At a meeting of the Section of Therapeutics and Pharmacology of the 
Royal Society of Medicine on November roth, with Dr. GrorGre Grinim in 
the chair, a brief account was given by Mr. F. H. A. Marstatt, Se.D., 
F.R.S. (Reader in Agricultural Physiology, Cambridge), and Professor W. 
Dixon, M.D., F.R.S. (Reader in Pharmacology, Cambridge), on some 
recent work to determine the influence of the ovary in parturition. 
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Dr. MARSHALL said that it was certain experiments in pseudo-pregnancy 
produced in rabbits which led up to the theory he was about to expound. 
Pseudo-pregnancy was a condition—depending upon the employment of 
sterilized males—in which the corpus luteum was present and acting in the 
same kind of way as in true pregnancy. From these experiments it 
appeared that when the corpus luteum reached a certain stage in its evolu- 
tion changes took place similar to those at the advent of parturition, and 
extending even to the animal’s habits and instincts—the rabbit, for 
example, beginning to make her nest. No evidence was forthcoming in 
this work that the ovary acted directed upon the uterus in promoting con- 
traction ; extracts of ovary had no specific effect at all, but, on the other 
hand, pituitary extract was found to have a specific effect upon the 
uterine muscle, thereby suggesting that the pituitary gland might be a 
factor in parturition. The experiments were then extended to some 
pregnant sows; in these also it was found invariably that the extract 
obtained from the ovaries was negative except at the very end of the 115 
days’ pregnancy, when it gave a markedly positive result. In the non- 
pregnant sow at about the time of cestrus the effects also were positive, but 
in the middle of the cycle, when the corpus luteum was fully developed in 
the ovaries, the effects were negative, as they were during the whole period 
of pregnancy except at the very end. This suggested an interesting inter- 
action of the ovary and the pituitary and an interference of the corpus 
luteum. The theory seemed to follow—though it might be wrong—that the 
ovary worked through the pituitary, but that when there was an active 
corpus luteum present in the ovaries it so dominated the ovarian metabolism 
as to neutralize any ovarian effect. It was only at particular times when 
there was no corpus luteum in the ovaries, or only a non-active corpus 
luteum, that the ovarian secretion acted upon the pituitrin, and this in turn 
upon the uterine muscle. This was the state of affairs obtained at about 
the time of parturition, and also at the time of cestrus, which explained 
why uterine contractions were to be observed in the menstrual cycle. The 
main objection to this theory was based on those cases in which the ovaries 
had been removed during pregnancy and the pregnancy had gone on. But 
very little was known as yet about the compensatory mechanism of the 
endocrine system, which might be of considerable importance. Ordinarily, 
for example, parturition was regulated by nervous mechanism, and yet it 
was known that nervous mechanism in parturition might be entirely 
dispensed with. Nobody disputed, again, that the thyroid gland had a 
definite function, and a belief in the function of the thyroid in respect to 
internal secretion waf in no way upset by the fact that the thyroid could 
be removed in some cases without very much happening. Therefore he did 
not think that too much stress should be laid on this objection. 

Professor Dixon added that not only had Dr. Marshall, in the course of 
his experiments, made it clear that by removing the corpora lutea the 

,animal was made to abort every time, but it was also evident from the 
experimental work of numerous observers that if extract of corpora lutea 
were injected into animals over a prolonged period ovulation was inhibited. 
Professor Dixon showed some graphs illustrating experiments of his own 
bearing out the conclusions already put forward by Dr, Marshall and 
demonstrating the effect of pituitrin, or of something which acted in the 
samme way, in the cercbro-spinal fluid. He recounted some observations of 
Meyer, who, in the case of ten women on whom Ccesarean section had been 
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done, had been able to make a lumbar puncture and extract cerebro-spinal 
fluid at this period, and, treating with this fluid other patients who showed 
uterine inertia, he had produced uterine contractions in eight cases and the 
fluid at this period, and, treating with this fluid other patients who showed 
normal birth of the child in four. 

Dr. WILFRED SHAW showed some microscopic sections illustrating the 
close resemblance between the corpus luteum in menstruation and in 
pregnancy. He said that one of the characteristics of the ovarian function 
was its periodicity. This applied, not only to the menstrual cycle, but also 
to pregnancy ; it was quite common in the early months of pregnancy, on 
dates closely corresponding, to find small uterine hemorrhages taking 
place, and in the last months, eight weeks and four weeks before the com- 
mencement of labour, to have false labour pains. No explanation of this 
rhythm of ovarian activity had been given, but it was possible that the 
periodicity was related to the process of follicular ripening. If one assumed 
that follicular ripening was a rhythmical function of the ovary, one would 
expect the haemorrhages in early pregnancy as a result of the ripening and 
of the degeneration of a certain amount of tissue. Such hemorrhages 
hardly ever took place after the twelfth week, which was the time when 
the decidua capsularis fused with the decidua vera. 

Dr. W. LANGDON BROWN said he thought that everyone, however 
sceptical with regard to the pharmacological actions of extracts as indicative 
of gland function, would agree that these experiments meant something. 
It seemed that there was a chain of events by which the ovary stimulated 
the pituitary and the pituitary activated the uterus and the mammary 
gland, and that the corpus luteum could interfere with that sequence at 
almost any stage. It had been thought that the effect on the mammary 
gland was principally connected with the expulsion of milk by the contrac- 
tion of the ducts, but it was difficult to see how, if that was all, the secretion 
could be kept up for two years, as he had known it in one case. It seemed 
to him clear that the line of work which Dr. Marshall and Professor Dixon 
had been pursuing ought to stimulate further study on the glycosurias and 
toxeemias of pregnancy. Dr. Mackenzie Wallis had shown many graphs 
to prove that the glycosuria of pregnancy was a pituitary glycosuria. Was 
it due to the fact that the “‘ hold-up ’’ which the corpus luteum ought to 
exercise was not taking place properly? With regard to the toxemias of 
pregnancy, a good deal had been done on that point also. Not only was 
pituitrin directly antagonistic to insulin, but Coope of Liverpool had shown 
what a very important part pituitrin played in the transport of fat from 
the depots to the liver. The overaction of pituitrin due to the failure of the 
corpus luteum to hold it might lead to the over-transport of fat into the 
liver, and at the same time pituitrin, antagonizing with insulin, would 
interfere with the glycogenic function, and so some toxcemias of pregnancy 
might develop. 

Professor SwWALE VINCENT said that he was not converted to the theory 
put forward that evening, though he agreed that any facts which were fully 
proved must mean something. At the same time, there might be views 
wide as the poles asunder as to what they did mean. He had been much 
interested in the development of this work, though he confessed that he 
had hoped to hear some further corroboration of the theory. The mere fact 
that a juice was extracted which had a certain pharmacological action did 
not necessarily throw any light on the function of the gland from which 
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the extract was made; it meant simply that the juice had these pharma- 
cological properties and nothing more. In the case of glands which it was 
believed had an internal secretion, the belief in this rested upon other 
evidence more important perhaps than the pharmacological. 

Dr. MARSHALL, in reply, said that Dr. Shaw had put forward interesting 
evidence of the ripening of the follicles during pregnancy being responsible 
for subdued “ heat ” periods. It had been known for a long time past that 
in the mare one did get ripening of follicles at intervals after the beginning 
of pregnancy, and there were subdued ‘ heat ”’ periods in other pregnant 
animals. It was known also that abortion was likely to occur at particular 
periods, partly due to the loosening of attachments, but also possibly to 
some attempt at cestrus at that time. 

Professor Dixon thought that the evidence was very clear with regard 
to the part played by the corpus luteum, because it was known what 
happened when it continued to exist and when it was removed. With 
regard to sugar tolerance and the influence of the pituitary, the work on 
this subject was continuing, and he had no doubt that very shortly the 
position set forth by Dr. Langdon Brown would be made clear experimen- 
tally. 


NORTH OF ENGLAND OBSTETRICAL AND GYNA‘COLOGICAI. 
SOCIETY. 


A Meeting of the North of England Obstetrical and Gynzecological 
Society was held at Leeds on Friday, May 15th, 1925, the President, Dr. J. 
E. GemMMeELL, in the Chair. One new member was elected. 


Mr. CARLTON OLDFIELD (Leeds) showed an adenoma of the cervix resem- 
bling and diagnosed as malignant growth. 

G. B., aged 43, a married woman with five children, the youngest nine, 
one abortion five years ago. Periods quite normal till November 1923. 
Since then patient lost an excessive amount of blood, menstruation continu- 
ing for three weeks at a time. For four or five months she had inter- 
menstrual discharge (? blood-stained), not very offensive. Diagnosis cancer 
of cervix with pelvic tumour. 

May ist, 1924, admitted into Leeds General Infirmary. Closed ether, 
abdomen opened. Dermoid cyst of left ovary removed. Wertheim’s opera- 
tion performed. Growth about the size of a walnut projecting from the 
anterior wall of the cervix. 

May 2oth discharged ‘‘ cured ” from the Infirmary. 

Pathological report on specimen, May 8th, 1924. This was an adeno- 
papillomatous tumour of endocervical origin. Though very cellular in 
parts there was no definite evidence of malignancy. 

Mr. OLDFIELD said that for many years he had been teaching that when 
cancer of the cervix was present it could be diagnosed practically always 
by the finger or by using Volkmann’s spoon. He considered that it was 
unnecessary and often harmful to cut away a piece of the cervix for purposes 
of microscopic diagnosis before operation, but showed this specimen as an 
instance in which a‘mistake in diagnosis would have been prevented by a 
microscopic examination. 

Dr. DonaLp (Manchester) said that, although microscopic evidence was 
more important than naked eye, yet a badly cut section might easily sug- 
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gest malignancy. He relied on examination with the finger as his best 
guide. 

Dr. Le1tH Murray (Liverpool) mentioned a case in which after curetting 
the uterus and scraping a cervix which did not appear malignant a plastic 
operation was done, and the microscope showed the portion of cervix to be 
malignant. He further said that he thought the risk to the patient of a 
second operation could be avoided by examining microscopically a portion 
of the growth. 

Mr. OLDFIELD thought on the whole it was better to use a spoon first, 
and he thought this was always necessary in early intra-cervical growths. 

Dr. E. O. Crorr (Leeds) showed a specimen of Fibrocystic tumour of 
the ovary. This specimen was removed from a married woman aged 56, 
had two children, second 18 years previously. She complained of pain in 
the lower abdomen for two years and noticed a swelling six months ago. 
The tumour showed a hard, dense, fibrous structure, with several cysts, one 
the size of a fist and others from one half to two inches in diameter. The e 
walls of two small cysts were calcified, otherwise the cyst walls were pe 
smooth. Each contained clear fluid. 

Dr. CLARA STEWART reported that the major part of the mass consisted 
of dense, fibrous tissue, in which a few strands of involuntary muscle fibres 
appeared. Dr. Croft had no doubt it was a true fibromyoma of the ovary, 
but the development of cysts in such a growth was, in his experience, very Re 
uncommon. 


Mr. W. K. KiNG (Sheffield) read notes of a case of puerperal inversion 
of the uterus replaced by a new form of Aveling repositor (see Journal, 
April, 1926); 

The PRESIDENT referred to the rarity of these cases. He had seen three “a 
only of which one was acute and taxis had been successful followed by 
packing of uterus with gauze. 

Dr. DonaD (Manchester) asked ‘‘ did Mr. King invent this instrument 
himself? ’? He further asked if he had had it for a long time? 

Dr. Crort (Leeds) had been waiting a long time to see a chronic case. 
He thought the original Aveling repositor was conical at its lower end and 
so was easily removed. He thought it was important to commence by 
pushing on the cervix in front where re-inversion ought to commence. 

Professor BriGGs (Liverpool) said that an Aveling repositor, he believed, 
would always be successful in re-inverting the uterus. 

Mr. KING, in reply, said that he had. had this instrument for some time, 
but had not previously had a suitable case in which to use it. 

Dr. GORDON FitzGERALD (Manchester) reported a case of Breech presen- 
tation complicated by an extra-uterine pregnancy. 

The co-existence of topic and ectopic pregnancy was of sufficient 
frequency to deprive it of any claim to extreme rarity, and in bringing this 


case before the Society he did so not so much with the desire to place on 1 
record the occurrence of the dual pregnancy as to draw attention to the 
uncommon means by which it evidenced itself. The patient, a iv-para, = 


aged 32, was admitted to hospital in labour. The fcetus presented by the 
breech, and as the history of her previous labours was one of quite easy 
confinements, no difficulty was anticipated. During the second stage, 


however, there was considerable delay, and when the patient was examined 
it was found that the descent of the breech was impeded by a mass which 
presented identically the characteristics of a cervical lip which had been i 
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nipped by the presenting part. It was a soft swelling of bluish appearance. 
The resident who examined the case diagnosed the mass as a cervical lip, 
and in the absence of uterine contractions made unsuccessful efforts to push 
it up. After some further delay the mass ruptured and there was a smart 
hemorrhage, following which the birth of the infant, and the completion 
of the third stage took place fairly quickly. There was then again some 
hemorrhage, but as the uterus contracted well, and it did not persist, no 
further investigations were made at the time. 

Two days after the delivery Dr. Fitzgerald was asked to see the patient 
as there had that day been a recurrence of hemorrhage despite well con- 
tracted and satisfactorily involuting uterus. 

On making a vaginal examination he was surprised to find that the 
examining finger passed considerably more readily through an opening in 
the posterior and left fornix of the vagina than up towards the cervix. He 
had the patient removed to the operating theatre, and under an anesthetic 
it was quite easy to find a cavity filled with blood clot lying in the region 
of the left broad ligament. From this a quantity of recent and old blood 
clots were removed, and imbedded in one of these old clots was a foetus 
about an inch in length. 

No hemorrhage was then taking place, and as the cavity appeared to 
have a well-defined wall broken through only at the point of its rupture 
into the vagina, he merely washed it out and lightly packed it with gauze. 
The gauze was removed in 24 hours. The puerperium was quite normal 
and before leaving hospital the opening had closed. 

As he said at the outset the uncommon means by which this ectopic 
pregnancy had evidenced itself was the chief interest in the case. Two 
further points of interest in the case suggested themselves. The first was 
that no indication could be got from the patient’s history as to the time 
when the extra-uterine pregnancy either ruptured through or was aborted 
from the tube, if it was tubal, or lost its attachment, if it was extra tubal. 
There was nothing to lead one to suspect any but a single uterine pregnancy. 
The second was the fact that, accepting the view that ovulation ceases 
during pregnancy, this ovum, which from its length suggested its age as 
being somewhere about two months, should have remained for about eight 
lunar months unabsorbed. 

The PRESIDENT thought this case was interesting, not merely because of 
the dual pregnancy, but also its termination, and it brought to mind the 
treatment of pelvic haematocele in olden days which consisted to a large 
extent in leaving them alone and hoping that absorption would take place. 

Dr. DoNnaALD (Manchester) thought the case was full of difficulties. He 
said that if the pregnancy was in the broad ligament he would have 
expected greater difficulties. He would like to know whether this extra 
uterine pregnancy occurred during the intra-uterine pregnancy 

Mr. A. GouGu (Leeds) suggested that this might have been a pregnancy 
in a rudimentary horn. 

Professor BRiGGs (Liverpool) said he wished Dr. Fitzgerald had produced 
the foetus. 

Dr. FITZGERALD, in reply, said that unfortunately the foetus had been 
lost. He was not able to throw any further light on the time of onset of 
the extra-uterine gestation. 

Mr. CARLTON OLDFIELD (Leeds) read notes on Two cases of puerperal 
general peritonitis. At the Leeds meeting of the Society two years ago he 
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contributed a short paper on puerperal general peritonitis and read notes on 
twelve cases on which he had operated and of which seven recovered. 

He remarked on the scanty references to the subject in the literature, 
the gloomy view taken of the prognosis by most of the writers and con- 
cluded with the statement : ‘“‘ Although general peritonitis is frequently a 
terminal condition in puerperal infection, and it is hardly expected that 
most of the cases will recover after operation, I think you will agree that it 
is desirable that in all cases of uterine infection after labour and abortion 
a sharp look-out should be kept for the evidence of general peritonitis, and 
that the abdomen should be opened as soon as possible when the condition 
has been diagnosed.” 

His reason for returning to the subject was that from the reports of the 
two Committees appointed to investigate the subject of puerperal infections, 
he gathered that general peritonitis was noted in 41 cases and that all died 
except one, and further that of the 84 fatal cases of puerperal infection in 
which post-mortem examinations were made, 41, or nearly half, had general 
peritonitis. The statistics compiled by the two Committees with great care 
and labour may not appear to offer much help in the prevention and treat- 
ment of puerperal infection, but they do prove two things :— 

(1) General peritonitis was very common. 

(2) Our treatment of it was so bad that it could scarcely be worse. 

He had a most instructive successful case and also an interesting fatal case 
to add to his former series. It seemed clear to him from his experience of 
these fourteen cases, of which eight recovered, that the death rate from 
puerperal peritonitis could be considerably reduced if they treated it as 
general surgeons treat general peritonitis. 

Case 1. Puerperal seps:s with general peritonitis. Recovered. C. A., 
aged 37; multipara. During eighth month of pregnancy treated in Leeds 
General Infirmary for albuminuria of pregnancy. Patient improved con- 
siderably under treatment and pregnancy continued to term without event. 
Jan, 30th, 1925: easy confinement, 5 lbs. baby. Not examined per vaginam 
except for rupture of membranes by midwife when they were bulging at 
the vulva. Placenta delivered normal and entire. 

Feb. 2nd. Patient complained of pain in the lower abdomen. Puise 108, 
temperature 99.0. 

Feb. 3rd. ‘Temperature and pulse normal. Bowels opened three times 
Took food and enjoyed it. 

Feb. 4th, 1 aan. Severe pain in lower abdomen and in back. No vomit- 
ing. Pain relieved at first by aspirin, gr. x. Later two doses liq. morph. 
Mx, were given. 11a.m., temperature too, pulse 120. Abdomen rigid and 
distended ; not moving on respiration. Lower half very tender especially 
over uterus. Dull left flank. Pelvic examination revealed no pelvic tumour. 
Lochia normal for sixth day. § p.m., 16 hours after onset of pain, admitted 
into Leeds General Infirmary for operation. Conditien on admission : Tem- 
perature 99.8, pulse 108, respiration 28. Abdomen rigid and tender, not 
moving on respiration. 6 p.m., open ether. Laparotomy performed. Large 
quantities of yellowish foul-smelling liquid in peritoneal cavitv. Appendix 
and right tube normal. Left tube red and inflamed. Left salpingectomy 
performed and two drainage tubes inserted. 

Pathological report : Fluid from peritoneal cavity, no organisms Cetected. 
Tube showed acute inflammation and polymorphous leucocytes. 

March 26th, Patient went home well, three weeks after her operation, 
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Case 2. Puerperal sepsis with general peritonitis; died. Patient was 
31 years old and had four children. She had a profuse purulent vaginal 
discharge during pregnancy. 

Dec. 29th, 1924. Normal labour, child born on arrival. One hour after 
delivery temperature was 103 and pulse 120. Pyrexia persisted till after 
operation. Rigors on 2nd, 4th, 5th and 6th days after delivery. 

Jan. 4th, 1925. Very ill, temperature 104, pulse 135, abdominal pain, 
diarrhoea and occasional vomiting ; abdomen distended and tender at lower 
part. 

Jan. 5th, 1925. Operation. Abdomen opened and large quantity of sero- 
purulent fluid evacuated. There were a few adhesions in the neighbourhood 
of the left tube which was rather swollen and congested. Left tube removed 
and two drainage tubes put in pelvis, one in Douglas’s pouch and the other 
in the vesico-uterine pouch. 

Jan. 7th. Professor Stewart reported that streptococci were found in 
smear and culture. 

Jan. 9th. Died of general peritonitis. 

The PRESIDENT thought these cases raised points open to considerable 
discussion. Only when the condition was an extremely severe one did he 
believe that abdominal section should be undertaken for puerperal peri- 
tonitis. The late Dr. A. J. Wallace used to do this operation regularly, but 
his results were not altogether satisfactory. 

Dr. DonaLp (Manchester) said that Mr. Oldfield’s case closely resembled 
a case seen by him 35 years ago where the patient had a high temperature 
seven days after labour and a definite swelling, the size of an orange, could 
be mapped out at the side of the uterus. A few days later there was acute 
pain and collapse, abdominal section was done, a localized abscess was 
found which was drained and the patient recovered. Dr. Donald thought 
that the cases that recovered were those with local leakage. 

Mr. LEYLAND ROBINSON (Liverpool) thought that these cases where peri- 
tonitis was definite should be operated on. He had seen three cases 
associated with appendicitis. 

Mr. W. W. Kino (Sheffield) said that abdominal symptoms such as pain, 
distension and free fluid were found in cases of puerperal fever which 
recovered without operation. Indiscriminate oneration in these might just 
turn the scale against the patient. He, therefore, asked for guidance in the 
diagnosis of which cases of nuerperal peritonitis were suitable for operation. 

Mr. OL_pFiELp replied that he was surprised that there should be doubt 
about operating on a case diagnosed as general peritonitis, provided the 
patient was not in extremis. To withhold one’s hand in such desperate 
cases for fear of making a mistake in diagnosis reminded him of the days, 
long past, when surgeons feared to operate on general peritonitis due to 
perforated duodenal ulcer. He considered that the terrible mortality of 
puerperal general peritonitis cost 9 serious reflection on the work of obstet- 
ricians and it was high time that the deith rate was reduced by earlier 
diavnosis and timely operation. 

Mr. W. Govan (Tceds) described two cases of sarcoma of the uterus. 

1. Mrs. H., aged 66, five children, the last one 23 years ago. Menopause 
ten years. History of three months’ hremorrhage from vagina. No pain; 
no other discharge. Operation 11th January, 1925. Uterus found a little 
enlarged. The curette brought away rounded compressed nodules the 
colour of milk chocolate. Professor Stewart reported on these ;— 
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This shows mixed-celled sarcoma. In parts it is spindle-celled, in parts 
myxoid, in part polymorphous-celled. A few corporeal endometrial glands 
are embedded. 

On 6th Jan., 1925, the uterus was removed per vaginam. The vaginal 
route was chosen on account of the patient’s age and the small size of the 
uterus. On laying open the uterus the cavity contained loose tissue similar 
to that removed at the curettage. On the posterior wall about half an inch 
from the fundus a papillomatous patch about three-quarters of an inch in 
diameter was found, evidently the stalk of the polypoid growth. The 
endometrium elsewhere appeared healthy. 

The patient made a good recovery and remained well 13th June, 1925. 

2. Mrs. P., aged 59; seen 25th Feb., 1925. Had one child 30 years ago, 
but ever since had had some discharge with occasional bleeding. One and 
a half years ago a severe flooding occurred. She had had severe lower 
abdominal pain for about three weeks with frequency of micturition; no 
loss of weight. On examination a large, rounded, hard, central tumour was 
found, extending to two inches above the umbilicus. The vagina was filled 
by a large polypus with sloughy surface. A provisional diagnosis of 
fibroids was made and the patient sent into a nursing home for operation. 
On Feb. 25th, as she walked to the theatre, masses of growth fell from her. 
The polypus broke into fragments with suspicious ease. The hand could 
then be passed into the uterus and handfuls of greyish stringy growth were 
removed. The growth was reported as round-celled sarcoma by Mr. A. 
Gough, so on March tst abdominal panhysterectomy was performed. On 
laying open the specimen the fundus was found to contain a fibroid about 
as big as a tangerine orange, while below was a large cavity with foul 
sloughy nodular walls from which the growth had been excavated at the 
operation on Feb. 25th. The patient developed a huge abscess in the left 
flank, but eventually made a good recovery. 

This might be a case of so-called sarcomatous degeneration of a fibroid, 
a change of which Mr. W. Gough was somewhat sceptical. Fibroids were 
so common that many cases of sarcoma innst be associated with them. He 
had never seen a section showing to his satisiaction changes from fibro- 
myoma into sarcoma. 


Mr. A. GouGu (Leeds) said that he be: evel that sarcomatovs degenera- 
tion could arise in a fibroid. He had seen a patient with multiple fibroids 
where in one of them definite sarcomatons degeneration was present. 


Dr. E. O. Crorr (Leeds) read notes on “ Some recent ceses of tubal 
pregnancy.’”’ He had operated on seven cases of tubal gestation during the 
last eight months and some of them presented /eatures of interest worthy 
of remark, and he proposed to give a brief account of them abstracted from 
the hospital records. They well exemplified how the usually recognised 
symptoms and signs were only exceptionally present in any one case, and 
also that early symptoms, if seriously noted, would more often lead to 
sarlier treatment being available before an acute catastrophe occurred. 

Case No. 1. A. F., aged 39, married, one child 10 vears ago, admitted 
January 17, 1925. Menstruation regular (4X28) until Juve ro24, no amenor- 
rheea. After menstruation on June 24th had been prolonged to seven days 
she had a sudden, violent attack of pain in the left groin, passing across 
the abdomen and through to the rectum. The attack was colicky and lasted 
12 hours; two similar, but shorter, attacks occurred at intervals of six 
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hours. There was grey pallor and several attacks of fainting. Metrostaxis 
continued for a week after the attack. Improvement was followed by 
another attack on getting up after three weeks’ rest; since then, during 
the six months, she had had various pains and the periods though regular 
were increased in frequency and amount (7X21). 

Examination showed marked tenderness and some rigidity in the left 
iliac fossa. The uterus was ante-verted. A small mucous polypus was 
found. 


At operation a few intestinal adhesions to the upper part of the left tube 
were present. Freeing these, a few drops of blood escaped and a small dark 
round mass was discovered in the tube. Handling caused the tube to break 
across just proximal to the lump. Beyond it the tube appeared to be 
normal, the ostium was not closed, the fimbrize free and the ovary normal. 
The whole tube and swelling, including the uterine stump of the tube, were 
excised. The appendages of the right side were normal and were not 
removed. 


The points of interest in the case were—ten years’ sterility, then an 
attack of intratubal bleeding and mole formation remaining for six months 
with return of menstruation, and the small size of the mole contained in a 
small portion of the tube, the remainder of which was normal. The length 
of time the mole had been retained must have accounted for the lack of 
microscopic evidence of villi on examination of it. 

Case No. 2. E. A. P., admitted January 23rd, 1925, aged 42, four children, 
last five years ago, had had left salpingo-oéphorectomy 14 years previously 
for tubal ovarian abscess. Menstruation had been regular (3x28) until 
October 28th, 1924. A fortnight after this period vaginal bleeding occurred 
and had continued in varying amounts ever since. Attacks of pain had 
occurred from time to time on exertion, but none of them were very acute 
and there was no history of syncope. 


On examination there was tenderness in the hypogastrium and in the 
right groin. The uterus was enlarged, retroflexed and a tender swelling 
could be felt on the right side. 


The abdomen was opened on January 30th and a right adnexal swelling, 
buried in many adhesions, found. The adhesions were cleared and the body 
of the uterus with the right adnexa were removed. Examination of the 
right tube showed that it contained a mole the size of a cherry which, on 
examination, consisted of old clot and necrotic tissue with well-formed old 
chorionic villi. The points of interest here were the operation 14 years 
previously, five years’ sterility, no amenorrhcea, history of symptoms for 
three months, but none of any acute attack. 


Case No. 3. D. D., aged 29, admitted June 26th, 1924, married, one child, 
one abortion, last pregnancy 15 months previously. 


Menstruation was regular, last period week ago. A few days before 
admission there was slight loss and pain, but the patient was able to go 
about her ordinary duties until three days ago, when there was severe 
flooding ; this subsided, but on the day of admission she had severe pain 
and was very blanched, suffering from shock. 

At operation the right tube was much enlarged, the abdominal ostinm 
open and a large quantity of free blood was present in the peritoneal cavity. 
The Fallopian tube was removed, and, after hardening, it was opened and 
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found to contain a perfect ovum with embryo in its amniotic cavity. There 
was no mole formation. 


This case also exemplified the absence of amenorrhcea, and a further 
point was the interval of only 15 months from the last pregnancy. 

Case No. 4. C. W., admitted March 18th, 1925, aged 31, married, two 
children, second six years previously. She had a normal menstrual period 
in December 1924, and on January 18th, the date her period was due, bleed- 
ing began and had continued since. Pain had been very slight, and 
occurred at odd intervals ; there was no acute attack. Examination revealed 
diffused tenderness in the lower abdomen, especially in the left iliac region, 


and the uterus was displaced forwards by a tender swelling in the pouch of 
Douglas. 


At operation, much dark, tarry blood was found in the peritoneum, the 
right tube was ruptured and contained much clot. It was removed. The 
left tube was normal. 


Here there was six years’ sterility, an absence of amenorrhcea with two 
months’ bleeding and no history of any acute attack of pain or syncope in 
spite of a severe rupture and considerable intraperitoneal bleeding. 


Case No. 5. S. H., admitted November roth, 1924, aged 33, married, one 
child, six abortions, none of which had gone beyond six weeks, the last 
abortion occurred ten months previously. Menstruation was regular until 
September 1st, then there was seven weeks’ amenorrhcea, followed by a 
sudden attack of pain and a slight show. For three days before admission 
the pain was severe and the bleeding free. 


Examination showed hypogastric tenderness, the uterus was enlarged, 
the cervix soft and admitted the tip of a finger, great tenderness in the left 
fornix and a swelling like a hzematocele behind the uterus. 


At operation the right tube was found ruptured near its outer end and 
there was much blood in the pelvis, much of it clotted. 


The points in this case were, the recent pregnancy, the repeated abor- 
tions, and amenorrhcea for seven weeks, and also, the acute symptoms 
during the last three days. 


Case No. 6. A. F., admitted August 20th, 1924, aged 23, married two 
years, sterile. Menstruation had been regular but excessive (7X21)? The 
last normal period was June 16th, and a month later the patient had severe 
pain in the left lower abdomen, followed in a week’s time by some bleeding, 
slight, but continuous for three weeks up to the date of admission. During 


the last three days the pain was severe. There were signs of intraperitoneal 
bleeding. 


At operation the left tube was ruptured and contained a definite mole 
showing an amniotic cavity, and there was free blood in the peritoneum. 


The points of interest were two years’ sterility, pain at the date of the 
expected period, but no show until a week ago. 


Case No.7. D. B. S., admitted January 21st, 1925, aged 32, married, two 
children, second one year previously. She had sudden pain in the right 
iliac region seven weeks ago and several slight attacks since, fainting had 
occurred with some of these attacks, the bleeding had ‘been irregular from 
the beginning, the last normal period had been 14 days before the onset of 
pain. 
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On examination an abdominal swelling was felt in the right side, and 
on pelvic examination this swelling was felt on the right side. Much blood 
was found at the operation, the right tube was ruptured and contained blood 
clot and a mole. The ovary contained a blood cyst which ruptured. The 
tube and ovary were removed. 

The interesting point was that a small amount of pain and bleeding only 
had occurred a fortnight after a normal menstrual period. 

Dr. Croft again laid stress on the atypical character of these cases. 

The PRESIDENT remarked on the interest of these cases and the unusual 

symptoms which they showed. 


— 
| 
| 
i 
d 
| 
| 
| 
| 
. 


| 
| 
| 
| 


& 
| 
2 
Be 
4 


"THE administration ‘of phosphorus form 


that ensures a plentiful assimilation of this 
vital element is essential in preventing or restor- 


ing a lowered vitality—an all-important predispos- 
ing factor in many of the dangerous conditions 
“which ‘the practitioner is called upon’ to treat, 


-“ Ovaltine,” a concentration of malt, milk and eggs— 
“in judicious ‘proportions—is unusually rich in organic 
phosphorus: compounds. “The process: of manufacture is 
 eondueted at such low temperatures. that no molecular 
decomposition of. these’ labile compounds takes place, 
whilst the Vitamine. content ~is preserved unimpaired. 


Patients do not readily tire of the: 
delicious flavour of ‘‘Ovaltine”; | § 
it. tapidly improves nutrition 
without disturbing digestion: or 
causing constipation. 

A most succesful preparation in” 
the dietary of. tuber-. 
culosis, -neurasthenia; hysteria, 


debility, fevers, influenza, 
ifficult feeding cases due_ to: 
stomach or duodenal ulcer, etc, . 


A. liberal supply will be sent 
free to medical men on request, 


WANDER, Ltd, 
184, Queen’s Gate, S.W.7.° 
‘Works : King’s Langley, 


Offering wine before the Sphinx: 
Am emblem of Royal dignity, 
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VALENTINE’S MEAT=J UICE 


For QUIETING the IRRITABLE STOMACH in 
PREGNANCY, for RAPIDLY RESTORING the VITAL 
FORCES in HEMORRHAGE, for SUSTAINING and 
STRENGTHENING in LONG and EXHAUSTING. 
LABOR, VALENTINE’S MEAT-JUICE. is exten- 
‘sively employed in 


Obstetrical Practice. 


C. C. FREDERICK, M.D., Clinical of 
cology, University of "Buffalo, New York, USA ave 
used Mzat-Jvicz in the Stomachs of 
Pregnant Women and after Abdominal a with 
excellent success.” 


Prot. A.’ JENTZER, Professor of 
Director of Obstetrical and Gyneacolo, ical Clinic in 
University of Geneva, Switzerland : have used VAatEn- 
Meat-Juice in the treatment of Women weakened 
by Puerperal Hemorrhages. The preparation was well 
retained, well assimilated, and the tag} Ne their 
strength very rapidly. 


For Sale by European and American Chemists: and Drogeiate. 


VALENTINE'’S MEAT-JUICE COMPANY, 


RICHMOND, VIRGINIA, U.S.A... 


-(HARROWER) 


Therapeutically. Active Materials 
Scientifically Prepared 


Literature ad eufiolent tablets fora teat on request 


_ENDOCRINES. LIMITED 


Sole Distributors for The Laboratory, 
72 WIGMORE STREET, ‘LONDON, wi 
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